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/ Now you can safely remove 
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lead from blood and soft tissues \ 
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Calcium Disodium Versenati pro- 
vides, for the first time, effective treatment 
of lead poisoning—safe for children as well 
as adults. 


By the Intravenous Route, 
brilliant results, with spectacular rapidity, 
are reported in plumbism and other heavy 
metal poisoning.!: Lead encephalop- 
athy is overcome without damage to the 
organism, 


For follow-up, and sole therapy in milder 
cases, Calcium Disodium VeRSENATE is 
Now Aso EN Taster Form 
for oral administration. Recommended 
dosage: for adults, 2 tablets q.id.; for 
children, 2 tablets per 35 pounds of body 
weight in divided doses. 


Intravenous Solution Calcium 
Disodium VERSENATE is available in 
boxes of six 5 cc. ampuls, each containing 
| gram for dilution according to instruc- 
tions accompanying each ampul. 


Tablets Calcium Disodium 
VPERSENATE (500 mg. each) are sup- 
plied in bottles of 250 tablets. 
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Calcium Disodium Versenatt, of established value in plumbism, is worthy 
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Calcium Disodium WERSENATE 


LABORATORIES, INC., Los ANGELES 48, CALIFORNIA 


“Reg. Trademark of Versenes, Inc. 
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HAND CLEANER 


Breck Hand Cleaner is an efficient, heavy-duty cleaner which is non-irritating and contains 


no abrasive materials. Breck Hand Cleaner cleans without lathering, and because of its mild 

yet thorough cleaning action aids in the prevention of skin irritation. About a teaspoonful 

of Breck Hand Cleaner is applied, without water, to the hands and arms and rubbed in 

well, followed by thorough rinsing. The excellent penetrating action of Breck Hand Cleaner 
loosens dirt, grime, and other soils and permits their easy removal in the 
rinse. Breck Hand Cleaner is formulated to rinse equally well in both hard and 
soft water. Breck Hand Cleaner has been found especially useful in helping 
to remove oil, grease, dirt, dust, grime, paint and other soils from the skin. 
A Breck Industrial Preparations Booklet will be forwarded to you upon request. 


JOUN BRECK MANUFACTURING CHEMISTS SPRINGFIELD MASSACHUSETTS 
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INDUSTRIAL, MEDICINE ann SURGERY 


The Journal of Medicine in Industry 


This Journal is dedicated to the advancement of sound industrial medicine, including the surgery of in 
dustrial trauma. To that end its varying contents will embrace scientitic papers, reports, digests, news 
items and official statementa, together with editorial comment The editorial policy 1s to avoid undue 
censorship. Some contributions ably prepared will be published although contravening the personal 
opinions of the editors. Care will be exercised in chex king the accuracy of known facts, as printed but 
in all other respects statements and opinions are those of the author and may not be shared by the editors 
On any article, the editors reserve the right to comment favorably or otherwise, in the current or any 
subsequent issue. On this basis, contributions are invited. The opinions expressed in any contributions, 
including the editorials of this Journal, do not necessarily reflect the attitude or opinions of any asso 


ciated organization. 
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Heat-resistant live rubber threads keep 
the snap in TENSOR Elastic Bandage — 


laundering after laundering after laundering 


Here’s the first elastic bandage you can put in the 
dryer—along with sheets and towels. 


No special laundry care with new Tensor 


Heat as high as 280° won’t hurt it. Even in the 
autoclave Tensor keeps its stretch. Tensor lasts 
longer. Costs less to use. No wonder hospitals 
favor an elastic bandage made with heat-resistant 
live rubber threads. Shouldn’t your hospital use 
Tensor, too? Contact your Curity man today! 


NewTENSOR 


ELASTIC BANDAGE 


Woven with heat-resistant live rubber threads 


& BLACK) 


Division of The Kendall Company 
309 West Jackson Blvd., Chicago 6, Ill 


Because it's made with heat-resistant rubber threads, 
‘Tensor stands heat as high as 280°—with no appreciable 


loss of elasticity 


Elastic bandage made with ordinary rubber 
dryer. Loses its elasticity 
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Dr. Walsh 


“UGENE L. WALSH, M.D., has been 
E appointed Director of Medical 
Services for International Har- 
vester Company, succeeding WILL 


F. LYON, M.D., who retired as of 
December 1, 1954. DR. WALSH 
graduated from Northwestern 


University Medical School in 
1930. He subsequently continued 
his work there, specializing in the 
field of physiology, and received 
his Ph.D. from Northwestern in 
1932. He served as a resident at 
the Cleveland Clinic Hospital in 
1933 and 1934. Following his 
turn to Chicago in the latter year, 
he joined International Harves- 
ter’s medical staff as physician at 
the company’s Works. 


In October, 1938, he was ap- 
pointed Assistant Director of 
Medical Services for the com- 


pany. During World War II, he 
was a member of the Army Medi- 
cal in the States 
and in the Mediterranean Theatre 
of operations; was discharged 
with the rank of Lieutenant- 
Colonel. Presently he is an Assis- 
tant Professor of Medicine at 
Northwestern University, on 
the staff of Passavant Hospital 
and on the consulting staff of 
Hines Veterans Administration 
Hospital, is a Medical Consultant 
to the Chicago Operations Office 
of the Atomic Energy Commis- 
sion, and is active in the affairs 
of the Industrial Medical Asso- 
ciation, 


Corps; served 


is 


ERNE K. HARVEY, M.D., Medical 
Director for the Federa)] Civil 
Service Commission, has received 
a certificate of distinguished serv- 
ice from the President’s Commit- 
tee on Employment of the Physi- 
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Industrial Medical Association 
of Pittsburgh 
Officers 


J. Huser Wacner, M.D., President 
United States Steel Corporation. 


Rex H. WiLson, M.D., President-Elect 
The B. F. Goodrich Company, 
Akron, Ohio. 
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Westinghouse Electric Corporation, 
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New York State Society of Industrial 
Medicine, Inc. 
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Samuet M. Hyman, M.D., President 
221 West 36th Street, New York City. 
A. GLENNON FLac6, M.D., Vice- 


President 

140 West 
Matnice J. 

1749 Grand Concourse, 
City 
Joun J 
tary 
Saratoga Avenue, 
York. 


34th Street, New York City. 
Srone, M.D., Secretary 
New York 


BLacKrorD, Executive Secre- 


70 Yonkers 5, New 

Executive Council 
Component Society of the 
Medical Association, 
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proved therapy in alcoholism 


brand of DISULFIRAM (tetraethy!thiuram disulfide) 


“,.. the most important advance in the 
medical management of chronic alco- 
holism has been the advent of disul- 
firam (‘Antabuse’),” according to 
Feldman and Zucker in J. A. M. A, 
November 7, 1953. They found that, 
“the reality of the disulfiram-alcohol 
reaction helps many patients avoid that 
first drink and provides a built-in cool- 
ing off period during which they cannot 
run blindly and self-destructively away 
from their fears and troubles.” 


oot “chemical fence” for the alcoholic 


in 0.5 Gm. tablets 
(scored), bottles of 50 and 1,000 


* A brochure giving full details of therapy: is available to physicians upon request. 


‘ 
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629 8. Westlake Avenue, Low Angeles 6 
Packarn Jn, Vice-Presi 
dent 
111 West 7th St., Los Angeles 14 
Kowanp J. M.D., Secretary 
The Pacific Telephone & Telegraph Co 
140 South Olive Street, Los Angeles 14 
Crasence L. Liovp, M.D., Treasurer 
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Medical Square Bidg. No. |} 
2200 W. Third Street 
Los Angeles 6, California 
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Joun 8. Sternens, M.D 
Medical Office, Dept. of Water 
& Power, Box 3669, Terminal Annex, 
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Dan O. M.D 
4200 Third Avenue 
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Component Society of the 
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President 
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President-Elect 
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lowa 

cago. 

Ricnanp A, 
Louls, 

E.aton L, 
waukee. 

A. Cisetius, M.D., Rock. 
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cago. 

Tueovons J. Smirn, M.D., 
ing, Indiana. 

Donato Conzett, M.D., Du- 
buque, lowa. 

Autan K. Harcourt, M.D., Indian- 
apolis, Indiana 
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t Society of 
al Association. 


Chicago 


Minneapolis 


Chicago 


Peoria, Illinois 


1965 
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Handicapped for his work 
in helping the handicapped obtain 
DR. HARVEY 
assisting in drawing up plans 


health 


cally 


U.S. government jobs 


is 
for 
program 


In the 
disabled 


a voluntary insurance 


for 


Wal 


Federal employees 
1942-45, 69,842 
yovern 

when 
difficult 
been 


years 
were placed in 
Since 1945, 


more 


ment jobs 


placements were 
than in 


found in 


jobs have 
for 


wartime, 


government 82,750 


according to Commis esti 


mates 


WHITTAKER, M.D., De 
of an ori 


LFRED H 
troit, is 
yinal 
Memoria! on 


the author 
“The Beaumont 
Mackinac Island,” 
Bulletin of the 


articie, 


published n the 
History of Medicine, July-Au 
1954, based on his manu 
read at the 27th Annual 
Meeting of the American Associa 
of the History of Medicine, 
Haven, Connecticut, May 7, 


gust, 
script 


tion 
New 
1954 


GATES 


retire on February 22, 
as Medi il Director of the 
on 
he has held since 
from Harvard in 
ROE wa 
can Optical Company 
to 1925. He has been a Fellow of 
the Industrial Medical Associa 
tion since August 25, 1942. 


will 
1955, 


Soston 


MONROKR, M.D., 


which position 
1925. Graduated 
1919, DR. MON 
th the Ameri 
from 1919 


Company, 


affiliated w 


RECTOR long 
with the of the 
Society, has re 
Portland, 


[PRANK I M.D., 

identified 
American Cance) 
tired, and will live in 
Oregon. DR. RECTOR born in 
1879. He M.D 
at George Washington University 
School of Medicine, Washington, 
D.C., in 1907. He was engaged in 
bacteriological research, Depart- 
1908-085 in 
sanitary research, 
New York, 1909-18; in industrial 
medical Public Health 
Service, 1918-20; and, with the 
National Industrial Conference 
Board, New York, in industrial! 
medical research, 1920-25. He was 
Editor, The Nation's Health in 
1925-27; made a survey of health 
medical work in state and 
county 1928; was 
Executive Secretary, Chicago 
Medical Society, 1929. For many 
years he was Secretary of the 
Conference Board of Physicians 
in Industry, and of the New Eng- 
land Conference of Industrial 
Physicians. He is an Honorary 
Member of the Industrial Medical] 
Association. 


work 


Wa 


lowa, in graduated 


ment of Agriculture, 
bacte riological 


research, 


and 
prisons in 


Florida Association of Industrial 
and Railway Surgeons 


Officers 
Mircue M.D., President 
241 W. Ashley St., Jacksonville 
J. Nerro, M.D., President-Elect 
416 Coneau Bidg., West Palm Beach 
P. J. Manson, M.D., Vice-President 
8037 N.E. 2nd Ave., Miami 
Joun Mrreneu, M.D., 
Treasure 


r 
24 W. Ashley St., Jacksonville 


Joun H 


Secretary- 


Directors 
Bowen, M.D. 
2000 Park St., Jacksonville 
V. A. Lockwoop, M.D. 
kest Coast Hospital, St. 
F. D. Gray, M.D. 
12. Rosalind Ave., Orlando 
Davis, M.D 
P.O. Box 466, Quiney 
Component Society of 
Medical Association. 


H 


Augustine 


4. ¢ 


the Industrial 


Association of Mine Physicians 
Officers 

Geo. W. Eastey, M.D., President 
Williamson, West Virginia. 

M. Howarp, M.D., Vice-President, 

Harlan, Kentucky. 

LAWSON, M.D., Secretary-Treasurer, 

Williamson, West Virginia. 

W. R. LUNby, Executive Secretary, 
Offices: Williamson, W. Va. 

Pineville, Ky. 


J.C 


Committee on Organization 
Rocers, M_D., Chairman, 
iuefield, W. Va. 
Harsnparcer, M.D., Norton, Va 
E. Ausmus, M.D., Jellico, Tenn. 
Kennett. M.D., Algoma, W. Va. 
Moone, M.D., Keen Mountain, 
Perry, M.D., Jenkins, Ky. 
Brackserry, M.D., Louisville, Ky. 
Cant A. Gaore, M.D., Huntsville, Ala. 
N. Carraway, M.D., Birmingham, Ala. 
Component Society of the Industrial 
Medical Association. 


Va. 


Industrial Medical Association 
of Philadelphia 


Officers 
Witttam D. Frazier, M.D., President 
The Baldwin-Lima-Hamilton Corp. 
Eddystone, Pennsylvania 
Norserrt J. Roserts, M.D., 
Elect 
Pennsylvania Railroad 
Philadelphia 
Laurence P, Deviin, M.D., Secretary 
Frankford Arsenal 
Philadelphia 37 
C. R. Houcnins, Corresponding Secretary 
Room 1945, 1617 Pennsylvania Blvd. 
Philadelphia 8 
Joun M. Cor, M.D., Treasurer 
Gulf Oil Corporation 
Philadelphia 


President- 


Directors 
Laurence P, Devin, M.D. 
Frankfort Arsenal 
Philadelphia 
F. Curtis Donan, M.D. 
RCA Vietor Division 
Camden, New Jersey 
Tuomas H. Hoosueap, M.D. 
E. lL. du Pont de Nemours & Co 
Wilmington, Delaware 
J. JoHNsoN, Jr., M.D. 
Philadelphia Gas Works 
Philadelphia 
Lercosa, M.D. 
John H. Mathis Co. 
Philadelphia 
E. Kean Linver, M.D. 
The Atlantic Refining Co. 
Philadelphia 
Component Society 
Medical Association. 


of the Industrial 
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NaTIONAL Dairy COUNCIL 
Since 1915... 

promoting better health 
through nutrition research 
and education. 


Extra pounds mean extra work for the 
heart. Help your patients avoid heart 
stress by early control of body weight. 
It’s never too early to practice weight 
control... but it may one day be too late! 

Insurance statistics indicate that obes- 
ity is associated with a high mortality 
rate from cardiovascular-renal diseases. 
Regaining and /or maintaining normal 
weight is a physiological necessity for the 
heart patient. 

Medically supervised research on weight 
reduction shows active, overweight adults 
losing 1!4 to 2 pounds per week on a diet 


of appetizing meals featuring a variety of 


foods which provide all nutrient needs 
except calories—and which also satisfy 
hunger! Persons on such diets maintained 
pep and a sense of well-being, reported no 
hunger pangs . . . but shed excess pounds. 

These diets contain approximately 
equal weights of protein, fat, and carbo- 
hydrate. Fat combined with protein in a 
meal delays hunger, for it reduces stomach 
motility and gastric juice secretion, pro- 


leaflet on weight reduction. 
NAME 
PROFESSIONAL DESIGNATION 


ADDRESS 


motes slower digestion and makes possi- 
ble a more gradual absorption of nutrients. 

The foods included in these diets pro- 
nutrients in amounts 


Only calories 


vide all essential 
recommended for adults 
are in deficit. Dairy foods are an impor 
tant feature of these meals because of 
their high proportion of nutrients in rela- 
tion to the calories they provide. Their 
taste appeal and variety make the diet 
easy to follow until the desired weight 
is lost. 

Doctors! Send for the convenient leaflet 
and diet instruction containing 
menus for three full meals a day for an 
entire week. Diets at two moderately low 
calorie levels are included. These diet 
instructions will be useful even where a 


sheets 


person may require a different calorie level 
for weight loss. For such individuals, the 
physician can suggest desired modifica- 
tion, retaining the basic diet plan, 

These materials are yours on request 
without cost or obligation. Simply fill out 
the coupon below and mail it today. 


NATIONAL DAIRY COUNCIL—A non-profit organization $-1 
111 N. Canal Street, Chicago 6, Illinois 
Please send me, without cost or obligation, a pad of diet instruction sheets and 
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* AMERICAN ASSOCIATION OF RAILWAY SURGEONS ‘* 


Officers 


Vremdent 
Witstam G 
Premdent-Elect 

A. Surren, M.D., Bt 
Vice-l’residenta 

W. Srockweis, M.D., Detroit. 
Lee Maatin, M.D., Couneil 
Joseru Ganvoy, M.D., Houston 
Recorder 

James K. Strack, M.D., Chicago. 
Treasurer 
L 
Buren, Chicago 6, 


Louis. 


Bluffs, 


Hansen, M.D., 
Wabash 2-2200, 


Iowa. 


Besemen, M.D., Davenport, lowa 


139 West Van 
Ext. 220. 


Aatnur R. Merz, 

Rosert M. Granam, M.D., Chicago. 

ALexanvper M. W. Hursn, M.D., Philadelphia 

Raymonp B. Kerner, M.D., Chicago. 

E. C. Ovson, M.D., Chicago. 

Ray 8S. Westiine, M.D., Chicago. 

Secretary 

Curster C. Guy, M.D., 6800 Stony Island Ave., 
Chicago 37, Midway 83-9200. 

Secretary-Treasurer: 


H. 


Executive Board 


M.D., Chairman, Chicago 


S. Dewnurst, M.D., Chicago. 


Territorial Association of Plantation 
Physicians 
Officers 

President 
Garron FE. Watt, M.D 

Ewa Hospital, Ewa, Oahu 
Vice-President 
J. Burapen, M.D 

Paina, Maui 
Secretary-Treasurer 
H. M. Cuanoien, M.D 

Waipahu Hospital, Waipahu, Oahu 
Fxecutive Secretary 
Mas. Jeannette WiLKIneon, 1138 Punch- 

bow! St., Honolulu, Oahu, T.H 
Component Society of the Industrial 
Medical Association, 


Industrial Medical Association of 
New Jersey 
Officers 
Tuomas M. THomrson, M.D., President 
Johnaon and Johnson, New Bruna- 
wick. 
J. H. Wowrsim, M.D., Vice-President 
American Cyanamid Company, Lin 
den. 
W. D. Van Riven, M.D 
Johnson and Johnson. 
wick. 
Gronos C. Faeeman, MD, Treasurer 
Prudential Insurance Company, 
Newark 
Board of Directors 
A. Youns, M.D 
General Motors Corporation, 
O. P. Assembly Division, Linden 
L. Hottann Wuairney, M.D 
New Jersey Bell Telephone Company 
7168 Hroad Street, Newar 
Geonos A. Paut, MD 
Hyatt Roller Division, 
General Motors Corporation, 
Harrison 
Component Sovlety of the 
Medical Association. 


Secretary 


New Bruna 


Industrial 


Chicago Society of Industrial 
Medicine and Surgery 
Olficers 

Donato B. Know.es, M.D., President 
HeNNAN, M.D., Vice-President 
Kenneru F, M.D., Program 

Chairman 
Daveck, M.D., Secretary- 

Treasurer 

Board of Directors 
1966 

Josernu A. Husata, M.D 
Joun R. Menaiman, M.D 


Water J, Potsirs, M.D 
1966 
Gronce W. Bourn, M.D 


Francis J, Hanssa, M.D 
Kozme F. Karpov, M.D 

1967 
Coanetive M. ANNAN, M.D. 
F. Lyon, M.D 
Data M. Vacnour, M.D. 
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AMES T. CASE, M.D., of Chicago, 
J Illinois, and Santa Barbara, 
California, formerly of Battle 
Creek, Michigan, President of the 
American College of Radiology, 
will preside at the Fifth Inter- 
American Congress to be held in 


Washington, D.C., April 24-29, 
1955. 
ERRY E. LILLY, M.D., President 


of the Kansas City Industrial 
Medical Association, writes that 
the meeting of that Association, 
December 7, was attended by 30 
members and guests. E. H. CARLE- 
TON, M.D., and R. EMMET KELLY, 
M.D., were guest speakers. 


NDUSTRIAL HYGIENE FOUNDA- 

TION’S Medical Committee now 
has 0. A. SANDER, M.D., Chairman; 
A. G. KAMMER, M.D., Co-Chairman; 
D. C. BRAUN, M.D., Secretary; and 
members: E. H. CARLETON, M.D.; L. 
E. HAMLIN, M.D.; R. A. KEHOE, 
M.D.; E. M. KLINE, M.D.; C. HOWARD 
MARCY, M.D.; L. C. MCGEE, M.D.; C. 


M. PETERSON, M.D.; C. D. SELBY, 
M.D.; W. P. SHEPARD, M.D.; J. F. 
SHRONTS, M.D. 


ILLIAM A. SAWYER, M.D., of 

Rochester, New York, spoke 
before the First Interstate Scien- 
tific Assembly of the Medical 
Societies of the District of Col- 
umbia and the State of Virginia 
in Washington, D. C., on Novem- 
ber 1, on the subject of “Union 
Welfare Funds and the Doctors.” 
DR. SAWYER, formerly Medical Di- 
rector of Eastman Kodak Com- 
pany, and Past-President of the 
Industrial Medical Association, is 
Chairman of the A.M.A. Com- 
mittee for Medical Care of Indus- 
trial Workers, and Medical Con- 
sultant to the International As- 
sociation of Machinists. In his 
speech, which is to be published 
in Medical Annals of the District 


| 


67th Annual Meeting, April 12-14, 1955, at the Drake Hotel, Chicago 


Michigan Industrial Medical 
Association 
Officers 
Lynote R. Martin, M.D., 
The Detroit Edison Co. 
J. Ocusner, M.D., President-Elect 
401 Verlinden Ave., Lansing 
M. W. SHELLMAN, M.D., Vice-President 
Metz Builduing, Grand Rapids 
Wistam J. Fuvtron, M.D., Secretary- 
Treasurer 
General Motors Building, 
Board of Directors 
THORNTON I. BotLeau, M.D., Detroit 
Orto J. Preston, M.D., Flint 
Josern L. Zemens, M.D., Detroit 
Component Secietvy of the Industrial 
Medical Association, 


President 


Detroit 


Kansas City Industrial Medica! 
Association 
Officers 
Terry FE. Liwy, Jr., M.D., President 
915 Argyle Bldg., Kansas City 6, Mo 
Dorie Wuirman, M.D., Vice-President 
Sharp Building, Kansas City, Mo 


James J. Tatury, M.D., Secretary-Treas 
1207 Rialto Building, Kansay City. Mo 
Directors 


Horace F. FLanpers, M.D. 
SoLan FE. Hayes. M.D. 

W. J. Fwenan, M.D 
Component Society of the 
Medical Association. 


Industrial 


American Association of 
Industrial Dentists 
Officers 
Grant U. Mackenzie, DDS... President 
Dental Director. Ford Motor Company 
Dearborn, Michigan 


Howarn DeCame, D.DS.. President 
Flect. Dental Director. Corning Glass 
Works. Corning, New York 

Guy C. Kiresy, D.DS.. Treasurer 
Dental Director, Pratt-Whitnev 
Aireraft. Fast Connectient 

Eowarn R. Aston. Secretary 


Industrial Dental Consultant 
Pennevivania Department of Health 


Harrisburg, Pennsylvania 
Directors 
FEeneet NOS. Chairman 


Dental Director Tennessee Vallew 
Authority. Wilean Dam. Alabama 
Atan H. Greenwoon, DD.S., 1955 
Dental Director, Stix, Baer & Fuller 
St. Louis, Missouri 
Donato Henry, D.D.S.. 
Dental Director, Molson’s 
Brewery. Montreal 25. Canada 
Kennetn W. Misner, D.D.S., 1956 
Dental Director, International 
Harvester Company. 185 North 
Wabash Avenue, Chicago 
C. Russet. Fricke, D.D.S., 1957 
Dental Director. Duquesne Light 
Company, Pittsburgh. 
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NJ MAJOR ADVANCE 


IN ADRENOCORTICAL THERAPY 


Indications: Therapeutic range of ALFLORONE 1s essentially the 


same as topical forms of hydrocortisone (Compound F), a SHARP 
Supplied: Topical ointments of ALFLORONE Acetate (Fludro- (Enc YHME 


cortisone Acetate, Merck) 9, alpha-Fluorohydrocortisone Ace- 


tate; now available in 5-Gm. and 15-Gm. tubes in concentrations 


Division of Merck & Co, Int 


of 0.1% and 0.25% in an emollient base. 


Based on clinical evidence, weight for weight, ALFLORONE is the 
most effective anti-inflammatory agent yet developed for topical use. 
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American Academy of 
Occupational Medicine 
Officers 
F. M.D., 
President 
Caleo Chemical Division 


American Cyanamid Company 
Bound Brook, New Jersey 
FRank Painct, M.D., Viee President 
The Kettering Laboratory 
University of Cincinnati 
School, Cincinnati 19 
Inving Tasensnaw, 
New York State Labor 
6Centre Street 
New York City 
Leonany J. GotowarTer, M.D., Secretary 
Columbia University School of Publie 
Health 
600 W. 168th Street, New York 42. 
Directors 
ALLAN J, Fiemina, M.D., 1955 
FE. 1. du Pont de Nemours & Company 
Wilmington, Delaware 
Avotrn G, Kammer, 1065 
Graduate School of Public Health 
University of Pittsburgh 


Medical 


M.D., Treasurer 
Department 


KE. Evana, M.D., 1966 
Dye Works Hospital 
KE. 1. du Pont de Nemours and 


Company 
Deepwater, New Jersey 
D. Joun Lauer, M.D., 1967 
Jones & Laughlin Steel Corporation 
trd Avenue and Ross Street 
Pitteburgh 40 


Minnesota Academy 
of Occupational Medicine and 


Surgery 
Officers 
President 
Joun Sunonts, M.D., 


General Mills, Minneapoli« 

Vice-President 

Leste W. Fowen, M.D., 
NW Industrial Clinic 

Secretary 

James Roorns Fox, M.D., 
NW Kank Building, Minneapolis 

Recorder 

Gonpon C, Machar, M.D., 
Medical Arts Building, 

Treasurer 

Tracy E, Banner, M.D., 
Hormel Packing Company, Austin 


Executive Council 


Minneapolis 


Duluth 


Taacy E. Barsern, M.D 
Kowin BenJsamin, M.D, 
Herman Dans, M.D 
W. Fower, M.D., 
James Fox, M.D. 
Gonpon C. MacKar, M.D 
Witrorn Park, M.D 


Joun F. M.D. 


of Columbia, he stressed the need 
for rapprochement between or- 
ganized medicine and organized 
labor. DR. SAWYER also spoke in 
Asbury Park, New Jersey, No- 
vember 13 before the Group for 
the Advancement of Psychiatry, 
on the therapeutic goals of psy- 
chiatry in industry from a Medi- 
cal Director’s point of view. And 
on November 17, he spoke on the 
“Relation of Workmen's Compen- 
sation and the Disability Benefits 
Law to Problems of Rehabilita- 
tion: Labor Viewpoint,” at the In- 


stitute on Rehabilitation in In- 


dustry, in Buffalo at a meeting 


sponsored by the University of 
Buffalo School of Medicine, the 
Erie County Medical Society, the 
Niagara Frontier Section of the 
Industrial Medical Association, 
and the Buffalo Academy of Medi- 
cine. 


Page 12 


DDRESSING 25 industrial physi- 
cians assembled at the Lever 
Brothers plant, DR. G. ALBIN LIVA, 
Medica! Director of the Bergen 
County Civilian Defense and Dis- 
aster Control, stated that coopera- 
tion of members of the Industria! 
Physicians Group, sponsored by 
the Industrial Council of the Ber- 
gen County Y.M.C.A., is needed to 
provide adequate medical cover- 
age in time of disaster. Physi- 
cians at the gathering were mem- 
bers of the Industrial Physicians 
Group. DR. W. F. FITZHUGH, of 
Ridgefield Park, Chairman of the 
meeting, introduced EVERETT 
HARDING, Secretary for the Indus- 
trial Council, and DR. JOHN J. 
POUTAS, National Medical Direec- 
tor for Lever Brothers. 
Hackensack, Neu 
Record, November 24, 


Bergen 
1954 


Jersey, 


A SERIES of lecture-discussions is 

being offered at the Bridge- 
port Hospital at 8:30 P.M. on Fri- 
day evenings by the Section of 
Occupational Health, Department 
of Public Health, Yale University 
School of Medicine, New Haven, 
and the Committee on Industrial 
Health, Connecticut State Medi- 
cal Society, at the request of the 
Bridgeport section of the Fairfield 
County Chapter, American Aca- 


demy of General Practice. The 
meetings, open to all interested 
physicians, began November 12 


with a session on back injuries. 
The (16 hours of post- 
vraduate training) includes: De- 
4, Workmen’s Compensa- 
tion; January 7, 1955, Non-occu- 
pational Illness—Cardiac, Diabe- 
tic, Tuberculosis; January 28, 
Psychiatric Problems in Workers; 
February 11, Occupational Di- 
seases; February 25, Administra- 
tion of Health Programs; March 
11, Insurance Programs, Certifi- 
cation of I!Iness; March 25, Occu- 
pational Skin Disease, Diagnosis. 


course 


cember 


Miciican State Medical Society 
and University of Michigan 
announce a Conference for Physi- 


cians, on “Gerontology—Medi 
cine’s Responsibility to Older 
People,” January 13-15, 1955, at 
Rackham Building, Ann Arbor. 
The University will be repre- 


sented by the Institute of Indus- 
trial Health, the Medical School, 
the School of Public Health, and 
the Division of Gerontology. 8. C. 
WIERSMA, M.D., and 0. T. MALLERY, 
JR., M.D., are Co-Chairmen of the 
Planning Committee. The an- 
nouncement says “a publication 
will grow out of the manuscripts 
at this Conference.” 
be about a of 


presented 


There will score 


Occupational Health Institute 
6 East 39th Street 
New York 16 
(Murray Hill 3-8447) 


Officers 
Chairman 


Rosert Cottier Pace, M.D. 
Vice-Chairman: 
Steruen G. HALos 
Secretary 
CatTnerine R. Dempsey, K.N 
Treasurer: 
Davip W. BLAcK. 
Board of Trustees 
Davin W. Brack, 
Vice-President, The Harrower Labora- 
tory, Ine. 
H. Car eton, M.D., 
General Medical Director, Inland 


Steel Company. 
Kierren Davis, M.D., 
Medica! Director, 

Company. 
CatTuenine R. Demrsey, R.N., 
Supervising Nurse, Simplex Wire & 
Cable Company. 
PHitte DRINKER, 
Professor of Industrial Hygiene, 
vard School of Publie Health. 
Geonce H. GenrMann, M.D. 


Phillips Petroleum 


Har- 


Associate Medical Director, 1. du 
Pont de Nemours & Company, Ine. 
Steruen G. HAvos, 
President, Industrial Medicine Pub- 
lishing Company. 
Rosert Pace, M.D., 


Consultant, Standard 


(New Jersey) 


Chicago Medical 
Oil Company 
Gorpon H. Seort, 
Dean, Wayne 
Medicine. 
H, 
Vice-President, Liberty 
surance Company. 
P. SHEPARD, 
Second Vice-President, 


University College of 


Mutua! In- 


M.D. 
Metropolitan 


Life Insurance Company. 
Geonce F. WiLkins, M.D., 
Medical Director, New England Tele- 


phone & Telegraph Company. 


presentations—among be- 
ing one on “Industrial Medicine: 
Retirement,” by CHARLES E. 


DUTCHIESS, M.D. 


LoNG ISLAND Industrial Nurses 
Association is sponsoring an 
educational program for nurses in 
industry at Adelphi College, Gar- 
den City, New York, starting 
Tuesday, February 15, 1955, 8:00- 
10:00 P.M., and continuing for six 
consecutive Tuesdays with the ex- 
ception of February 22. The lec- 
ture program: (February 15) 
“Organization and Physical Set- 
up of a Medical Department” 
HARRY TEBROCK, M.D., Medical Di- 
rector, Sylvania Electric Com- 
pany; JOYCE BENOIT, R.N., Indus- 
trial Nurse, Sylvania Electric 
Company. (March 1) “Programs 
of a Medical Department’’—1rRv- 
ING R. TABERSHAW, M.D., Medical 
Director, New York State Depart- 
ment of Labor. (March &) “In- 
dustrial! Nurses Working Rela- 
tionship”-—ROBERT P. JESSUP, M.D., 
Medical Director, Sperry Gyro- 
(March 15) “Medical and 
Surgical Emergencies in Indus- 
try” —-JOSEPH C. LANE, M.D., Medi- 
cal Examiner, Long Island Light- 
ing Company. (March 22) “Com- 
pensation and Legal Aspects of 
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Efficient 
Synergistic The 


for 
Common Cold 
Allergic Rhinitis 


Sinusitis 


NTZ Nasal Spray contains a physiologically balanced, 
nonirritating formulation of three well known and 


N widely used compounds. This combination places 

CA at the physician’s command a synergistic method 
of therapy for the common cold, allergic rhinitis 
and sinusitis. 


Nosal Spray 


\ Well Tolerated 


Neo-Synephrine® HCI 0.5% No Antibiotic Sensitization 


— produces Dependable Decongestion 


Thenfadil” HCI 0.1% 
— assures Powerful Anti-Allergic Action 


Zephiran” Cl 1:5000 Delivers 
— time-tested Antiseptic Preservative and 
Wetting Agent increases efficiency fine even 


spray... 


Supplied in unbreakable plastic squeeze Leak proof 
bottle of 20 cc., prescription packed 
with removable label. 


Also glass bottles of 30 cc. (1 fl. oz.) with dropper. 
WINTHROP-STEARNS INC, New York 18, N. ¥., WINDSOR, ONT 


Neo-Synephrine, Thenfadil and Zephiran, trademarks reg US Par. Off, 
brand of phenylephrine, dethylandiamine and benzalkonium chloride ( refined), respectively. 
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Industrial Nursing”’—JERMYN 
MCCANN, M.D., ARTHUR ALTENDER- 
rer, Liberty Mutual Insurance 
Company. (March 29) “Current 
Trends in Medicine und Sur- 
gery”—DAVID GOLDSTEIN, M.D., As- 
sociate Professor of Industrial 
Medicine, New York University. 


Occupational Chest Diseases 
CONFERENCE on silicosis and 
occupational chest diseases 

will be jointly sponsored by the 

McIntyre Research Foundation of 

Toronto, Canada, and the Saranac 

Laboratory of Saranac Lake, 

February 7 to 9, 1955, in the 

Town Hall at Saranac Lake, The 

papers to be presented in the five 

full sessions will report on origin- 
al work conducted or sponsored by 
either the Foundation or the 

Laboratory, which have been con- 

ducting research along parallel 

lines. In addition, papers will be 
presented by guest lecturers, DR. 

ANTHONY J. LANZA, formerly Di- 

rector of the Institute on Indus- 

trial Medicine and now Emeritus 

Professor of Industrial Medicine 

at New York University-Belle- 

vue Medical Center, has been 
named Chairman of the confer- 
ence and also of the scientific pro- 


gram committee. Communications 
on the conference should be ad- 
dressed tou MR. NORMAN R. STURGIS, 
Jk., Saranac Laboratory, Saranac 
Lake. 


New York Institute Courses 
[Natirure of Industrial Medicine, 
New York University, Post- 
graduate Medical School, is of- 
fering two courses dealing with 
the basic problems encountered in 
the control of environmental haz- 
ards. These are planned to be of 
particular interest to industrial 
hygienists, industrial physicians, 
safety engineers, insurance repre- 
sentatives, and others in the field 
of occupational health and safety. 
The courses are given in coopera- 
tion with the New York Univer- 
sity College of Engineering, and 
will be held at the Engineering 
School during the Spring Semes- 
ter (February 7-May 27, 1955). 
The Industrial Hygiene course 
(Mondays, 7:00-9:00 P.M.) will 
include lectures and laboratory 
demonstrations on the engineer- 
ing control of occupational dis- 
eases; factors affecting the health 
of industrial workers; evaluation 
and control of exposure to dusts, 
fumes, mists, vapors, gases, radi- 


At a Conference on Undergraduate Training in Occupational Medicine at the University of Oklahoma School 


ations, noise, abnormal tempera- 
tures, etc.; practical examples of 
occupational disease control meth- 
ods; ventilation, air conditions, 
and local exhaust systems; rela- 
tionship to safety engineering, 
sanitary engineering and other 
public health factors involved in 
the control of environmental 
health in industrial plants. The 
Industrial Hygiene Laboratory 
course (Wednesdays, 7:00-10:00 
P.M.) will be devoted to industrial 
hygiene laboratory methods em- 
ployed in detection of atmospheric 
contamination; measurement of 
air flow, illumination, noise, and 
radiation; determination of dusts, 
gases, solvents in air, ete. The 
Institute is also offering a course 
on Air Pollution, February 10- 
May 26 (Thursdays, 4:00-6:00 
p.M.). And beginning on Monday, 
January 10, continuing 
through Friday, January 21, in 
cooperation with the United 
States Atomic Energy Commis- 
sion, it offers a course on “In- 
troduction to Radiological Safe- 
ty.” Details on all of these courses 
may be obtained from the Dean, 
College of Engineering, New 
York University, University 
Heights, Bronx 53, New York. 


of Medicine, November 9 and 10, 1954, representatives of |! Medical Schools were present. The participants 
(left to right): Jean S. Felton, M.D. (University of Oklahoma); Sophie Rabinoff, M.D. (New York Medical 
College); Robert B. O'Connor, M.D. (Harvard University); Henrietta Herbolsheimer, M.D. (University of Chi- 
cago); Lemuel C. McGee, M.D. (University of Pennsylvania); Robert F. Bell, M.D. (University of Colorado); 


Fred A. Bryan, M.D. (University of California at Los Angeles); Alvin F. Meyer, Lt. Col. U.S.AF., 


M.S.C. 


(Creighton University); D. John Lauer, M.D. (University of Pittsburgh); Miss Glorine Sharp, Secretary to Dr. 
Felton; and Otto Tod Mallery, Jr., M.D. (University of Michigan). Absent from the picture was Gradie R. 


Rowntree, M.D., 
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(University of Louisville). The report of the Conference will appear at a future date. 
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FIRST COMPLETE FORMULA 
iXPRESSLY 


FOR THE COUGHING PATIENT 


relieves cough “tickle,” quiets “hack” 


curbs congestive symptoms 


patients feel better, sleep better 


relieves aches and pains 


valuable in allergic or bronchial coughs 


new 


CORICIDIN 
syrup 


tastes good—an ideal vehicle 


Each teaspoonful (5 ce.) of Conicipin Syrup* contains: 


Dihydrocodeinone bitartrate . . . . . 1.67 mg. 
Maleate . 2.0 mg. 
Sodium salicylate... ...... 225.0 mg. 
Glyceryl guaiacolate . . .... 30.0 meg 


NIGIOINO|D 


combined in a delicious, compatible syrup acceptable to all ages 


Dosage: Adults: One teaspoonful initially followed 
by another teaspoonful in one hour, Thereafter 
one teaspoonful three to four times daily. 


Children: One-half adult dosage for those 
6-12 years old. Children under 6 years 
according to age or body weight 


*Exempt narcotic 


brand of analgesic antipyretic compound 
Maleate, brand 


of chlorprophenpyridamine maleate 


a full measure of 


comfort for anorectal patients with 


hemorrhoidal SUPPOSITORIES 
with COd liver oil 


DESITIN SUPPOSITORIES quickly soothe, protect, lubricate 
the distressed anorectal mucosa to provide 


In boxes of 1: 
foil. wrapped 


supposnories gratifying comfort in hemorrhoids (non-surgical) 
e rapid, sustained relief of pain, itching and spasm 


A GM Los without styptics, local anesthetics or narcotics, 
therefore do not mask serious rectal disease 

ask 
e reduced engorgement, bleeding safe, conservative 


DESITIN CHEMICAL COMPANY @ 70 Ship Street, Providence 2, R. I. 
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Cortef* 

for inflammation, 
neomycin 

for infection: 


| cor l ointment (topical) 


Each gram contains: 


Hydrocortisone acetate .......... 5 meg. 
(0.500) or 10mg. (190) or 25 mg. (2.55%, ) 
Neomycin sulfate ............. 5mg.** 
Methylparaben ................ 0.2 mg. 


Butyl-p-hydroxybenzoate ....... 18mg. 


Supplic d: 
5 Gm. and 20 Gm. tubes in plastic cases 


| for (p ophthalmic ointment 


Each gram contains: 


Hydrocortisone acetate .. 15 mg. (1.50%) 


Neomycin sulfate ............. 5mg.** 


Supplied: 1 drachm applicator tubes 


[: drops (eye and ear) 


Each ce. contains: 
Hydrocortisone acetate .. 15 mg. (1.5%) 


Neomycin sulfate ............. 5mg.*® 


Supplied: 5 ce. dropper bottles 


Upjohn 


i 

a 

KALAMAZOO) MICHICAN 

: 
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when wintertime 


becomes symptomtime 


MULTIHIST’ 


Three effective antihistamines instead of 
one mean less chance of side effects. 


for prompt relief of rhinorrhea, headache, backache and Each capsule contains: 
Pyrilamine maleate 5 mg. 
other symptoms associated with the common cold... Prophenpyridamine maleate 
Phenyltoloxamine 
Multihist+APC provides the beneficial effects of 3 anti- a ditydrosen citrate 

histamines, and the analgesic-antipyretic effects of APC. Caffeine 
Dosage: During the first day of cold, 2 
capsules initially, followed by | capsule 
at 4-hour intervals. Thereafter, 1 capsule 


A DORSEY preparation. four times daily for 2 days 


Supplied: Bottles of 100, 500 and 1,000 
Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Co. capsules. 


ELAS TICFOAM 


TRADEMARK 


the velvet-soft elastic bandage 
that stays in place like a second skin 


ELASTICFOAM is a completely new type of bandage 
which combines the best properties of adhesive plaster, elastic, 
and cotton bandages. It is made by permanently bonding a sheet of 


multi-slit foam rubber to a superior quality cotton elastic bandage. 


ELASTICFOAM stays in place like adhesive knee, ankle, wrist, elbow, chest and back injuries 


0 yooh cig is eliminated, redressing easy compression treatment of varicose veins, 
Cas 
ulcers, phlebitis 


Fully elastic (stretch 100%), does not narrow, 
maintains uniform pressure. postoperative dressings 


Velvet-soft and highly absorbent — may be ap- in place of orthopedic felt 


plied directly over wounds, absorbs at least 5x ~ 
its own weight of moisture. sports strapping—ankles, etc. 


ELASTICFOAM can be autoclaved. Economical _ Elasticfoom bandages are 5 yards long when stretched, made in 
may be washed, sterilized and reused many 9” 3”, 4”, 6”, 8” widths, Ye” and 


times. ‘4 thicknesses. Available by the 


No allergic reactions reported after repeated — square yard for casts and 
application, does not mat under plaster casts — other orthopedic work / ‘ 
nor interfere with X-ray. 


You must see and handle this unique bandage j 
to appreciate its many advantages. Write for — 
descriptive booklet and sample of Elasticfoam. 


CONNECTICUT BANDAGE MILLS INC., 40 POLAND STREET, BRIDGEPORT, CONN. 
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especially for 
moderate and severe 
essential hypertension . . . 


a ® 
Serpasil-Apresoline 


hydrochloride 


(RESERPINE AND HYDRALAZINE HYOROCHLORIDE CiBA) 


SUMMIT, N. J 


Combined in a Single Tablet 


@ The tranquilizing, bradycrotic and 
mild antihypertensive effects of 
Serpasil, a pure crystalline alkaloid 
of rauwolfia root. 


@ The more marked antihypertensive 
effect of Apresoline and ita capacity 
to increase renal plasma flow. 


Each tablet (scored) contains 0.2 mg. 
of Serpasil and 50 mg. of Apresoline 
hydrochloride. 


Page 19 


ie 

ES 

Ne 

4 

i 

yer 


| 
ae 
| 
4 
| 
& 
1 
| 


Brand of oxytetracycline 


herapeutic 
agent 
choice 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 


ectrum 
. 


Vaseline 


Petrolatum Gauze 
Dressing & Packing Material 


pecially adapted to 
wide range of uses. 


‘x 36” strips, in individual | 
sterile-sealed foil-envelopes. 


” x 36” strips, 6 to carton 
x 36” strips, 6 to carton — 


if it’s ‘Vaseline’ Petrolatum Gauze 


it’s sterile at the time of use. 


CHESEBROUGH MFG. CO., CONS'D 
_ Professional Products Division — 
_ NEW YORK 4,N. Y. 


” VASELINE is the registered trade-mark of the 
Chesebrough Mtg. Co., Cons’d. 


By request... 

Developed to meet the professional 
demand for nasal packing, naso- 
plastic surgery, finger dressings, 
small area burns, pilonidal cysts, 
circumcisions, vaginal packing, 
podiatric applications...and many 
other surgical uses. 


AnnounctitG@™ 
aE B 
| 
new 
6 envelopes in carton. 
other 1 sizes: 
3” x 18” strips, 12 to carton’ 
— e\in ing Be 
of as Press 
) 
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“LOST TIME 


a due to back injuries 
reduced from 35.7% to 0.1%, 
with Mephate® 


A recently published clinical study* of back injuries 
among 17,000 manufacturing workers, disclosed that 
“one of the biggest problems facing the industrial 
physician is the care of the traumatized lower back”... 
and showed how this problem was solved by one firm: 


“By using a skeletal muscle relaxant which also has a 
central nervous system sedative effect...(Mephate®), 
it was possible to achieve satisfactory relief in...86.8%.” 


“... the percentage of lost time due to bock injuries... 
dropped from a high of 35.7% to a low of 0.1%.” 


* Jessup, R., Murray, R. J. and Rossi A.; Am. Pract. & Dig. Treat, 5:792, 1954. 


A. H. ROBINS CO., INC. + RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


MEPHATE 


—for greater relaxation of skeletal muscle spasm. 


—for more effective relief, even in patients unresponsive 
to mephenesin alone. 


Each Mephate copsule contains 0.25 Gm. of me- 
phenesin and 0.30 Gm. of glutamic acid hydro- 
chloride...in bottles of 100 and 500 capsules. 
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Unless you are one of the handful of 
physicians in the Far North, you'll 
see an Eskimo only in adventure 
movies. In a way, it might be a wel- 
come relief to examine a nose hardly 
ever affected by infectious and/or al- 
lergic conditions 


Of course, the estimated 3 out 
of every 5 patients here in the U. S. 
suffering from such conditions repre- 
sent a continuing, and sometimes ex- 
asperating, problem. 

Now, for these patients, here ts 
a new preparation, effective in 5 out 


of 6 cases* of 


mucolytic 
penetrating 


Nepera Chemical Co., Inc. Pharmaceutical Manufacturers, Nepera Park, Yonkers 2, N. Y. 


how many of your patients are eskimos? 


upper respiratory tract involvements 

.. infectious and allergic 

. seasonal and perennial 

.. acute and chronic 
Administration: Adults—lwo or three 
sprays in each nostril, 4 or 5 times a 
day as needed, or as directed by physi- 
cian. 
Children—One or two sprays in each 
nostril, 4 or 5 times a day as needed, or 
as directed by physician 


Biomydrin 


antibacterial * antiallergic * decongestant nasal spray 


= 
pe ac 
3 
‘ 54 of 3 yhient 
aa t N md Frieda Antibiot 4 
hemotherapy $. 2. Lazar, A. M., and Goldir 
Nase Theres Mont 19.512. 1953 
hen, B M ind Mende! sot aryng pe 
2 1953 Wittich, Ann. Allergy 4 
1. 5. Vickers, M.A yagoscope 64632, 1954 
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eliminates the need for forcing fluids 
makes alkalinization unnecessary 
greatly minimizes risk of sensitization 


drastically reduces likelihood of toxic side effect: 


quickly provides effective bacteriostatic concentrations 
at the site of infection 


“THIOSULFIL: 


Brand of sulfamethylthiadiazole 


The safest and most effective sulfonamide yet presented for 


URINARY TRACT INFECTIONS 


TABLETS — No. 785-0.25 Gm. per tablet (scored) No. 914—0.25 Gm. per cc — SUSPENSION 
Bottles of 100 and 1,000 Bottles of 4 and 16 fluidounces 


Note in chart below solubility of ‘Thiosulfil'’ when compared with the other three most 
frequently prescribed sulfonamides in urinary tract infections. Greater solubility means 
rapid action with minimum toxicity. 


New York, N, Y. 


SULFISOXAZOLE 


Montreal, Conode 


SULFADIAZINE 
4 Solubility comparison at pH 6 in human urine at 37° C. 
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always in season 


Sprains and strains... 


Soreness and stiffness of muscles... 


Neuralgia, arthralgia and kindred rheumatic pains... 


Irritations and eruptions of the skin... 


OLD 155 SE cum Methyl Salicylate 


combines the stimulating and 
metabolic effects of iodine in lodex and the 


analgesic action of methyl salicylate. 


Absorption through the skin may be 
aided by massage, heat or iontophoresis. 


Samples and literature cheerfully sent upon request, 


LTD.. 70 west 4oTH st., N. Y. 18 


MENLEY & JAMES. 


3 Lost time 


burns 
wounds:skin grafts FURACIN' 


pyodermas : ulcers Supply vial of SOLUBLE 
14 Gm. (% 02.) POWDEA 


Saving time is but one of the 
advantages of Furacin in in- 
dustrial practice 


ic lost m 


« wide range topical antibacterial 


therapy 
e negligible toxicity for human Bs Supply : 2 oz. tube; 
tissues TUBRALCIN: 11. 
minimizes malodor and drainage SOLUBLE’ DBESSIN and 5 Ib. jars. 
effective in the presence of pus . 
¢ dissolves in exudates 


All three forms are economical 


and easy to use vanes 
nd of Contain Furacin 0.2% in BAL 
brand of nitroturazone, Lato water-miscible vehicles SOLUTION 


Supply: 4 fl.oz. 
EATON LABORATORIES and 1 pint bottles. 
NORWICH, NEW YORK - 
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THE WITROFURANS—-A UNIQUE CLASS OF ANTIMICROBIALS PRODUCTS OF EATON RESEARCH 
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Abdominal incision is repre 
sentative of the many uses 
for TELFA Strips—in major 
and minor surgery, as well as 
in emergency rooms and on 
floors. 


NEW TELFA DRESSING keeps 
dry without sticking! 


Promotes better healing of all wounds —by primary intention 


This new all-purpose dressing 
is both fully absorbent and 
completely non-adherent. 
TELFA Strips keep wounds 
dry, yet can be changed easily, 
painlessly, and without disrup- 
tion of the healing wound 
surface. 

TELFA is a non-wettable, 
perforated plastic film bonded 
to Webril”, a highly absorbent 
backing of 100% pure cotton. 

Faster healing has been dem- 
onstrated in thousands of clini- 
cal wounds. Wounds never grow 
into the dressing, yet are kept 
dry. TELFA non-adherent 
dressings are economical, too. 


They cost no more than con- 
ventional dressings, and save 
considerable doctor and nurse 
time in changing dressings. 
HOW TO USE: Apply TELFA 
with film side directly on wound 
(precise perforations pass 
drainage freely, but prevent re- 
verse flow). Then cover with 
preferred sponge or drainage 
pad (on slight wounds, no 
further dressing is needed). 
Finally, secure in place with 
adhesive or Kerlix” bandage. 

Supplied in 2%” x 4” and 3” 
x 8” Strips, in hospital cases; 
and in 2° x 3” sterilized enve- 
lopes for doctors’ offices. 


NON-ADHERENT 


* Trademark « ' 


Division of The Kendall Company 
109 Weat Jackson Chicago 6, Illinois 


STRIPS 
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te. (When Mixed) ™.77 
ILOTYCIN 


RBONATE 


ATRIC 


o 


2 mé 


ILOTYCIN 


(BRYTHROMYCIN, LILLY) 


/ How reassuring to know that ‘Ilotycin’ is an antibiotic with 
_onsider unexcelled spectrum! Over 80 percent of all bacterial infections 


seen in medical practice respond to it. Yet, ‘Ilotycin’ is 


ILOTYCIN | notably safe; bacterial balance of the intestine is not signifi- 
FIRS! cantly disturbed. Also, ‘Ilotycin’ kills pathogens. Dead organ- 
j 
quick-acting antibiotic, infections yield rapidly. Finally, ‘Ilo- 
Kn tycin’ is chemically different; thus, virtually no gram-positive 
g pathogens are inherently resistant to ‘Ilotycin’—even when 


isms cannot become resistant or spread infection. Since it is a 


QUALITY / RESEARCH | INTEGRITY _ resistant to other antibiotics. 


BLI LILLY AND COMPANY -INDIANAPOLIS 6,INDIANA, U.8.A. 
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Manganese Poisoning 


THE 1954 RAMAZZINI ORATION 


RAFAEL PENALVER, M.D., Habana, Cuba 


N THIS OCCASION by your invitation a physi- 
(7 cian from a sister country is given the 

opportunity to present the Ninth Annual 

Ramazzini Oration. If it be true that this 
is the first time a physician other than a member 
of your own group is so recognized, then in- 
deed I must respond to this distinguishment. In 
fulfilling my obligation it is my purpose, with 
your good will, to portray manganese poisoning 
as seen by us in Cuba. However, in providing 
balance for this paper, many excerpts are used 
from and many references are made to the work 
of others in many countries. 


Sources and Uses of Manganese 

HE PRINCIPAL uses of manganese are in the 

manufacture of alloy and steel, dry cells, and 
chemicals. All steel alloys contain manganese. 
Hundreds of thousands of tons of manganese are 
required each year by steel and other metal mak- 
ing industries. For each ton of steel, 14 kilograms 
of manganese are required. Most of the manga- 
nese is found in Russia, India, South Africa, 
the Gold Coast, Brazil, and Cuba.* Until a few 
months ago, the average production of the most 
important mine in Cuba was 30,000 tons month- 
ly. The mineral is transported to the port of 
Santiago de Cuba, whence it is exported to the 
United States. 

Analysis of Cuban manganese ore shows: 
metallic manganese, 44.79°; metallic iron, 
1.21; proportion Mn/Fe, 36.98 to 1%; water, 
12%. 

Tae ore known to be found in the United States 
is a low-grade ore and has had no commercial 
value until recently. A new process to obtain from 
low-grade ores, high-grade battery-active man- 
ganese dioxide is the proud achievement of West- 
ern Electro Chemical Company. 


History 
MANGANESE poisoning was described in medical 
literature for the first time in the year 1837, 
by Cooper of Scotland. Outstanding scientific men 
have contributed to the better knowledge of man- 
ganese poisoning, such as Baader in Germany; 
*The mapping out of a deposit of at least 150 million tons 
of manganese ore in Canada’s province of New Brunswick near 


the eastern border of Maine was announced in Newaeweek for 
December 27, 1964. 


January, 1955 


Bidualt and Lemos in France; Dantin Gallego in 
Spain; Cranch, MeNally, Edsall and Wilbur in 
the United States. 

During the last few years some articles have 
been published with extensive bibliographies and 
personal experiences of the authors. Among 
them: (1) “Chronic Manganese Poisoning in an 
Ore-Crushing Mill.” Flinn, Neal, and Associates, 
Federal Security Agency, Washington, D.C., 
1940. (2) “La Intoxicacion por Manganeso en 
Chile.” Ansola Jimenez, Uiberal y Escudero. 
Prensa Medica Argentina, 1946. (3) “Le Man 
yvanism dans les Mines Maroccaines.” Rodier, 
Bulletin d’Linstitut D'’Hygiene Du Maroe, 1949 

In Cuba it was Manuel Garcia Avila, Presi 
dent of the Cuban Industrial Medical Association, 
who in the year 1952 reported the first clinical 
diagnosis of manganese poisoning in our country, 
through the initial publication, “Intoxicacion 
Professional por Manganeso, Informacion Pre- 
liminar.”” Medicina del Trabajo, 1953. This was 
followed by, “Manganese Poisoning in the Mines 
of Cuba.” Garcia Avila y Pefalver. Industrial 
Medicine and Surgery, May, 1953. Medicina del 
Deporte y del Trabajo, Argentina, Octobre, 1958, 

Garcia Avila devoted all his efforts to the study 
of this intoxication. He organized the symposi- 
ums of the summer session of the University of 
Habana, and of the Cuban Industrial Medical As- 
sociation, held a few weeks prior to his death. 


Routes of Entrance 
‘THE MOST important route of entrance is the 
respiratory to such an extent that some auth- 
ors believe it is the only one to consider. It is 
believed that the amount of manganese absorbed 
by ingestion is insignificant. If there is no solu- 
tion of continuity, the metal does not pass 
through the skin. Based on the appearance of a 
miner, after leaving the tunnel, entirely covered 
with dust, it could be assumed that the cutaneous 
route has some significance, but it has been dem- 
onstrated that it has none. 


Absorption 
FTER it reaches the blood stream, manganese 
has a predilection for certain nerve cells at 
the base of the brain and upper portion of the 
spinal cord. To some extent it affects the supply 
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to all voluntary muscles. This causes a definite 
“slowing down,” as described by Cranch, of all 
voluntary muscle control. 

In animal experimentation, by means of histo- 
chemical analysis, the selective action of manga- 
nese on the nerve cells and the liver has been! 
shown. Hugo Mella gave intraperitoneal injec- 
tions of Cl,Mn to four monkeys, observing histo- 
pathological changes in the pallidum and striatum 
as well as in the liver. Lemos exposed guinea 
pigs and found a high concentration of manga- 
nese in the spinal cord, kidneys and testes. Cranch 
does not give any importance to these investiga- 
tions since the manganese compounds which were 
administered were not those which are used in in- 
dustry. He affirms that if such vital organs were 
affected the victims would not live so many years 
as “healthy invalids.” 

The fact that the elimination of manganese is 
maintained after prolonged absence from expo- 
sure makes one think that there are deposits in 
the body. Chemical analyses which have been 
made have shown high manganese concentrations 
in the following order: lungs, kidneys, liver, in- 
testine, heart, bones, brain, stomach. 

In Cuba, in 1948, in a necropsy of a welder by 
Diaz Padron and Garcia Romeu, the presence of 
a high concentration of manganese in kidneys 
was found according to spectrographic tests. 


Elimination 
LMOsT all the investigators agree in stating 
that most of the excretion is by the feces, 
through the bile. Rodier believes there is no 
elimination by the urine. Ceresa, of Italy, uses 
as an index of the therapeutic value of Dimer- 
caprol the manganese eliminated by the urine. 
The results obtained by spectrographic tests 
performed by Garcia Romeu in nine Cuban pa- 
tients suffering manganism, with neurological 
manifestations, are as follows (Table I): 


TABLE I. 
ESPECTROGRAFICO DE 
ESPECTROGRAPO DE 1.5 


MISION, 
METROS DE 


MeETODO 
INSTRUMENTO: 
GRATING, 


PELICULA; 103-F “Kopak.”” TIEMPO; 15 SEGUNDOS. 
LECTURA: DENSITOMETRO-COMPARADOR ARL, 
Equipo; ReveLaporn A 75° 
Micrograme of Mn 
por 100 ex Hlood Urine Feces (100 grams) 
Af 17.0 0.0 177.0 
8.1 47.0 11.0 286.0 
MI 7.0 o.0 177.0 
12.0 0.0 145.0 
21.0 0.0 210.0 
12.0 10.0 102.0 
5.0 1.0 0.0 37.0 
VM 11.0 0.0 0.0 
1.0 0.0 40.0 


Length of Exposure 
‘THE LENGTH of exposure is in relation to such 

factors as copiousness of the mineral, degree 
of oxidation, individual sensitivity, specific work 
of the employee, personal hygiene, ete. 

This period of time is also related to the num- 
ber of hours of daily work, number of days 
worked during the week, vacations, etc. 


Authors from Chile point out as the shortest 
exposure a case of only 49 days and the longest 
a period of 480 days, with an average of 178 days. 
Uiberall observed, during three years, 432 work- 
ers, and the incidence of poisoning was 14.8% 
(64 cases). Rodier mentions as length of exposure 
between six months and two years. 

We must recognize a mistake in our own ob- 
servations, with reference to length of exposure. 
The first cases found it was more convenient to 
their rights if they referred to the beginning of 
the disease after the new insurance company as- 
sumed the risk. 


Individual Sensitivity 
T IS possible that in no other occupational dis- 
ease is individual sensitivity more important 
than in manganism. In this intoxication, while 
some workers are exposed for many years with 
no trouble as if they were immune, some others 
are quickly intoxicated. Many facts are to be 
considered, such as avitaminosis; liver dysfunc- 
tions; drug addictions; chronic infections such 
as syphilis and malaria; pulmonary infections 
such as tuberculosis and pneumonia; condition 
of the lymphatic system; and permeability of 
the upper respiratory tract. 

Without being able to argue with statistics, 
these observations, because our studies were re- 
cent, call attention to an element which we have 
not earlier considered—the race. We observed a 
high percentage of Spaniards working many 
years as if they were immune. We also propose 
to make a comparative study of sensitivity be- 
tween the white and black races. I think that 
predisposing factors involving the nervous sys- 
tem, such as syphilis, vital diseases, and alcohol- 
ism, should be well studied. We also have noticed 
that several times the victims were brothers; 
while in big families, working as drillers, no 
members were intoxicated. All authors agree 
that sensitivity is not related to age. If any means 
to determine the susceptibility could be found, it 
would be important for prophylaxis. One author 
said: “There is no way to determine susceptibil- 
ity, however it does exist.” 


Working Conditions 
IGHT now we are only referring to the number 
of hours of work and to an element widely 
considered, the pneumatic drill. A certain number 
of perforations can be made in four or five hours 
and this is considered a work day. Frequently the 
miners work “extra time” which means they re- 
main eight or 10 hours in the tunnel, which in 
one way or another provokes the intoxication. 
Many times we have heard that only those who 
work with the pneumatic drill get sick because of 
the vibration it produces. If this were true, there 
would be many patients wherever the pneumatic 
drill is used. It has been considered that in other 
mines where they don’t use the pneumatic drill 
there are no cases of intoxication. However, it is 
not the cause, but the result; it is not the drill, 
but the manganese particles which cause the 
manganism. 
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Fig. |. 
Persistent unmotivated laughter characterized num- 
erous patients. 


Onset of Manganism 
“HE FIRST manifestations of the intoxication are 
usually of subjective character, so it is impor- 
tant to be able to practice early diagnosis, to 
separate the miner from the exposure, with re- 
sulting high possibility of recovery. Rodier re- 
fers to the most frequent symptoms: cephalalgia, 
asthenia, hypersomnia, spasms in legs, arthral- 
via, irritability. Uiberall considers that the first 
manifestations to be noticed are the psychological 
disorders. Among us there is a symptom always 
observed, which the patients called “weakness of 
the legs.” 


Psychological Manifestations 
‘THESE symptoms have been accorded more or 

less attention among various authors. In Chile, 
from 64 cases of manganism in study, 53° suf- 
fered psychological manifestations, disappearing 
most of the time with the onset of true neuro- 
logical disturbances or with no other evolution. 
Psychomotor irritability is described leading pa- 
tients to impulsive acts such as deep desires to 
walk, work, etc. One of the patients we have seen 
was constantly wishing to walk. He realized that 
such a desire was abnormal, but could not stop 
wishing it. Euphoria in some cases, absent- 
mindedness, mental confusion, aggressiveness, 
and hallucinations are reported. It has been point- 
ed out as a danger occurring during the pre- 
manganism period, that victims commit crimes 
in a stupid way, such as acts of intense psychic 
impulse. 

In Cuba, Diaz Padron, in medicolegal studies, 
has referred to “transitory toxic psychosis due 
to manganese.” 


Neurological Disorders 
*HE polymorphism of neurological disturbances 
is one of the characteristics of this intoxica- 
tion. To some Europeans investigators, in 50% 
of these cases the neurological symptoms begin 
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between the first and fifth year of exposure. To 
Crar_n, neurological symptoms are due to a defi- 
nite “slowing down” control of the voluntary 
muscles, which explains the tendency to feel tired 
easily, to have cramps, tremors, as an exagyerat- 
ed reaction to this “slowing down.” Symptoms 
and syndromes seem to be similar to other extra- 
pyramidal syndromes such as paralysis agitans 
and progressive lenticular degeneration. 

Cephalalgia: It has variable intensity, location 
and duration due to diffuse brain irritation with 
slight edema. 

Hypersomnia; Somnolence, insomnia, What we 
have more frequently noticed is restless sleep, 

Sensitive muscles: Possibly due to peripheral 
toxic process. 

Lumbago: Mentioned in some texts, In 
cases we think they are postural algias. 

Gait Usually, walking 
ance disorders are related. Propulsion: 
victims start walking, it is difficult to stop, es- 
pecially when on an incline. Retropulsion: when 
walking backwards, the gravity center is lost 
and therefore it becomes impossible to keep from 
falling down. No movement for protection is 
made. Lateropulsion: Von Jacksh describes the 
“cock’s step” characteristic so called because the 
foot rests on phalangic metatarsal joints. Oc- 
casionally the legs are semi-rigid and at other 
times are separated widely one from another, 
Flinn and Neal describe this characteristic: “The 
gait was spastic in character with marked inco- 
ordination in movement.” 

Speech disturbances: One of the most charac- 
teristic manifestations of manganism, during the 
neurological period is a monotonous tone, and an 
inability to make the voice louder than a whisper. 
In many cases it is difficult to understand what 
they try to say. Pauses between words disappear, 
Occasionally deglutition is affected. We have re- 
corded the voices of some of these patients 

Tremors: Frequently observed, particularly in 
tongue, arms and legs. Tremors usually appear 
while resting and increase when moving. In many 
cases we observed that the patient was not able 
to bring a glass of water to his mouth or light 
a cigarette. Although tremors may appear at 
any time, they are more frequent during the 
night. We have with yeneralized 
tremors, make the bed vibrate. 

Fascies: “Mask-like face,” “wooden face,” “un 
movable expression,” “impulsive-laughing,” “un 
controllable laughter.” Pictures of this manifes 
tation, appear in almost all publications on man 
yanism. Although these laughing crises have been 
described as psychological disturbances, Cranch 
believes they are a delayed response of the vol 
untary movement of the muscles. Referring to 
the muscles of the face, we have not seen de- 
scribed the disturbance of difficulty in whistling, 
which we frequently find in those cases showing 
mask-like face. 

Handwriting: Irregular, due to the tremors 
Micrographia. Tendency of not having any space 
between words. One of the patients showed us a 
letter written by him before intoxication and the 
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Fig. 2. 
Mask-like fascies frequently may be observed. 


difference in his handwriting was remarkable. 
Other patients complained of wishing to write 
but were unable to move the pencil. (Fig. 6.) 

The rest of the neurological findings usually 
are as follows: no disturbance in cutaneous sen- 
sation; Romberg negative; deep tendon reflexes, 
clonus, and Babinsky, slightly exaggerated. No 
incoordination, No changes in the eyes or extra- 
ocular muscles, The muscular strength usually 
conserved, 

General conditions excellent, with the excep- 
tion of neurological symptoms. 


Other Disturbances 

MPOTENCY: Cohen believes it is of medullar 

origin; Uiberall, as an expression of brain le- 
sion. Cranch denies it has any relation to man- 
vanism. In the cases we have seen, it is one of 
the most common manifestations. 

Twitching of fingers: Observed in hands and 
feet. 

Liver disorders: Hepatomegaly, described by 
Ceresa, with intense positiveness in Takata-Ara 
test. Other investigators have not been able to 
find it. Grevel, in 1941, observed a case with 
encephalopathy with liver disorders. 

Kidney disturbances: Functional disorders of 
the kidney have not been under the consideration 
of the authors. 

Pneumonia; While Canadian and other North 
American authors deny relationship between 
pneumonia and manganese, Europeans describe 
“manganic pneumonia,” stating that if the metal 
does not act as an etiological agent it does act 
as a predisposing factor. Dantin Gallego shows 
that the statistics for Andalusia, in 1934, record 
deaths in 33° of the cases. In Cuba, although 
workers frequently suffer respiratory disorders, 
we have not seen any case of pneumonia caused 
by manganese. 

The climate factor, whenever there is lack of 


Fig. 3. 

When falling occurs as a part of propulsion or ret- 
ropulsion, no effort is made by the patient to pro- 
tect himself. This occurrence readily eliminates some 
malingerers who instinctively seek to check falling. 


protection and existing difference of temperature 
between the surface and the bottom of the mine, 
ought to be important. 

Dermatitis: Ceresa mentions the existence of 
“manganic dermatitis.” Cranch denies it. We 
have seen furunculosis, parasitic acromia, ecze- 
mas, and fungus infections. The improvement 
described by Ceresa with the use of BAL, makes 
one think that the etiological agent could have 
been another metal, sensible to BAL. It has been 
pointed out that the scars of workers with man- 
yanism are slowly cured, possibly because of the 
necrosant action of manganese. 

Salivation: Perspiration: frequently observed. 


Complementary Examinations 

ANGANEMIA: The manganese content in the 

blood is variable to such an extent that some 
authors state that if any consideration is given 
to this test it is necessary to know previously the 
normal manganemia. It is believed that once in 
the blood stream, manganese follows in cycles: 
First phase: circulatory. Second phase: accumu- 
lated in different organs. Third phase: elimina- 
tion. 

It is not possible to know whether the man- 
ganemia represents the first or the third phase or 
whether it is the sum of both. Manganemia bears 
no relation to the length of exposure. High con- 
centrations are found in miners exposed for a 
short time; low concentrations in others exposed 
for many years. There is no relation to clinical 
symptoms, since some patients presenting ad- 
vanced neurological disturbances have the low 
manganemia, others, apparently healthy, have a 
high content of manganese in the blood. It has 
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been thought manganemia would be an important 
fact as to manganism prophylaxis, but the con- 
clusion is that it will only be of help in those 
with high content and a tendency to in 
crease. It is accepted that manganemia has no 
value to prove the intoxication as long as it in 
dicates only that the patient has been exposed to 
the metal. Rodier states as follows: “We under- 
stand we must not continue any investigations on 
and it 


Cases 


manganemia because of its inconstancy, 
is to be considered only as a sign of impregna 
tion.”” In Cuba, Delio Garcia Romeu worked on 
the determination of manganemia by spectro 
graphic methods in nine cases with neurological 
symptoms. Results are shown in Table I 

He mograin.: In books on toxicology 
it is common to read polycythemia and 
leukopenia as symptoms of manganese poisoning 
Lymphocytosis and neutropenia are also men 
tioned. While it has been stated that there is 
relationship between manganemia and cytologic 
changes, other authors do not agree. Yugoslavian 
authors recently published a complete revision of 
their opinion and reached the following conclu 


classical 
about 


sions: 

A prolonged 
oxide dust hemoglobin 
values and erythrocyte counts, that 
manganese stimulates erythropoiesis in the first 
decreased monocyte 


exposure to  manpanese 
increased 


indicating 


CAaUSeS a 


phase of activity, and (b 
values, indicating that manganese influences the 
white cell elements in its first phase of activity 

2. In the course of chronic manganese poison 
ing blood findings show (a) in four cases a de 
crease in leucocyte values, (b 
in the differential blood picture, and (« 
hemoglobin and erythrocyte values. ( Kesic 
Hausler: A.M.A. Arch. Indust. Hyg. & 
Med., October, 1954.) 

Anemia is mentioned by several authors 
cases we have examined frequently 
anemia and eosinophilia, but we soon found these 
conditions were due to intestinal parasites. There 
were basophilic stippled cells. We have not found 
any reference to platelets. 

Chemical blood Glycemia, 
phosphorus, non-protein nitrogen, all were nor- 
mal. Often there was reported a slightly lowered 
calcium content. 

Coagulability: normal 
It is pointed out that manganic 
after exposure still are 
by the urine. Rodier 

urine means just ex 


value 
normal 


normal! 


and 
Occup. 


The 


presented 


tests: Inoryvanic 


Urine tests: 


persons years 
eliminating manganese 

states that manganese in 
posure and absorption but not intoxication. In 


many 


constant increase in coproporphyrinuria. Density, 
color, and reactions, normal. No alterations of 
sediment. 
Cerebrospinal fluid: 
slightly increased. Aspect, number of cells, 
mal. Kahn: negative. Occasionally, globulin 
traces. Reduction in the middle zone of Langer 
test. 
X-ray 
bones or in the lungs. 
Electroencephalogram: 


normal or 
nor 


Pressure: 


examinations: No alterations in long 
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Figs. 4 and 5 
The paralyses and consequent limitations of motion in 
manganese poisoning are varied and striking 


performed in eight cases, with some abnormal 
ities in most of them. 

Fundi: Enlargement of the veins and darken 
ing of the pupil edges for the first time are de 
scribed by physicians from Chile. 

Functional liver tests: Takata-Ara, 
Galactose tolerance test, 


strongly 
positive (Ceresa) light 
ly diminished. Dogan did not believe alterations 
in these tests 

Liver biopsy: Performed by Dogan and Benton 
in five cases with normal results 
found a pigment that did not give any reaction 
to the iron test 

Var 
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In one case they 


and disturbances in the 


“The brain showed atrophy over 
the vertex aspects, but not at the 
Microscopic showed 
chanves in the cerebral cortex 
cerebellum, but the pathologic pro 
found in the basal vanylia, in which de 
cells, and gliosi 
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Studies made by Voss have shown that le- 
sions are not limited to the brain, as happens at 
the early periods, but gradually affect the medul- 
la, peripheral nerves and muscles. 

In Cuba, we are not aware of any case of 
death due to manyanism. 

Classification and prognosis: Uiberall, in ac- 
cordance with the predominant symptoms, classi- 
fied the cases of manganism as (1) prodromal 
condition; (2) sub-clinical cases; (3) clinical 
cases with inability to work. Groups 2 and 3 are 
subdivided into (a) acute transitory psychosis; 
(b) extrapyramidal manifestations; (c) inter- 
mediate cases. He also added (1) polyneuritic 
perispheric syndrome; (2) medullar symptoms; 
(3) disorders of sensibility. 

Flinn and Neal classified the cases as (1) af- 
fected; (2) non-affected; (3) non-exposed, when 
they were examining the employees of an ore- 
crushing mill 

todier classified the miners as (1) apparently 
healthy; (2) cases to be observed; (3) positive 
cases of manyanism 

With reference to prognosis: 

1. Manganism with neurological disturbances 
the evolution is yenerally progressive, although 
the victim is separated from the exposure. Some 
cases reach a complete paralysis, others are sta- 
tionary for years. Partial recovery appears in a 
few cases. Lesions of the nervous system are ir- 
reversible 

2. Cases with psychological disorders—difficult 
to reach a definite diagnosis. Some of the first 
cases, in almost every country, are considered as 
due to drug addiction. If separated from the ex- 
posure usually they quickly recover. In many 
cases in three or four months the psychological 
disorders disappeared with no other disturbances 
or, on the contrary, were followed by neurological 
symptoms, 

3. Among those workers who are apparently 
healthy, there is the possibility that, as the first 
manifestations are subjective in character, they 
would not admit the real situation because they 
want to continue working. As there is no way to 
determine the degree of sensitivity, and no rela- 
tion between the length of exposure and the in- 
toxication, there is no way to make a correct 
prognosis 

This is not a life-shortening disease. 

Other circumstances to be considered are: 

1. Malinyering. 

2. Cases that appear three or four months after 
leaving the mine, feeling perfectly healthy at the 
time of leaving, develop neurological disturbances 
that will continue to progress despite no further 
exposure 

3. An acute illness, especially if it is infectious, 
may be followed by the first manifestations of 
manganism, 


Treatment 

(GENERAL: SYMPTOMATIC: Although in several 
books vitamin B, is recommended, Johnstone 

believes it is contra-indicated because it causes 

retention of manganese. It is my experience that 
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Fig. 6. 
This specimen of cramped handwriting (micro- 
graphia) is from a well-established instance of man- 
ganism in an individual previously a fluent penman. 


when polyneuritis is caused by manganese thia- 
mine does not help. We have prescribed vitamin 
B,, and the complete vitamin B complex; anti- 
parkinsonism drugs, natural and synthetic anti- 
spasmodics; sodium thiosulfate; calcium; liver 
extract; amino-acids, but have had no results. 

Specific treatment: Dimercaprol (BAL): As 
we have had excellent experience with BAL in 
arsenic and gold intoxications, we decided to try 
it in manganism as Ceresa was reporting good 
results. In 15 cases, we have not seen any im- 
provement. Rodier even accepts the possibility 
that BAL may activate the toxin manganese. 

CaR DTA (Versene): As a courtesy of Riker 
Laboratories, in 1953 we had the opportunity of 
administering this new drug to some cases of lead 
poisoning, with good results. With the purpose of 
trying to “stop” the progressive manifestations, 
we administered CaEDTA (calcium ethylenedia- 
minetetraacetic acid) to a number of cases of 
manganism but we are not enthusiastic about the 
results. 

Last May I wrote to Dr. Jack Schubert, of the 
Argonne National Laboratory at Chicago, asking 
about the possibilities of treatment. Schubert 
believes that at the present time there is no 
chelating agent sufficiently non-toxic which 
would be able to eliminate manganese efficiently 
from the body. “Even if one had a chelating 
agent which bound manganese even more strong- 
ly than EDTA, it is sometimes very difficult for 
the chelating agent to contact the metal in vivo. 
Those fractions of manganese circulating in the 
blood and to some extent those in the soft tissues 
may be mobilized by a chelating agent.’ Other 
troubles mentioned by Schubert, are: (1) the 
cnelating agent transports the toxic metal to 
certain critical organs in higher concentrations 
than would normally have occurred; and (2) the 
chelating agent, unless it is strong and present in 
high concentrations, may, through solution pro- 
cesses, render a greater fraction of the toxic 
metal more available to react with proteins, en- 
zymes, and other such compounds in the body. 
Schubert recommends, as a better approach to 
the treatment of manganism, the use of a non- 
toxic dye which would form a lake with man- 
vanese in situ. At the moment he does not know 
of such a dye. Another possible approach sug- 
gested is to inject a chelate salt which would 
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times hurt 
shape and direct these change (Too frequently) organized labor and organized 


From 


break up in the blood stream, and the resulting 
colloids formed from the metal components could 
absorb circulating manganese 

With respect to administering CaKk DTA as a 
preventive drug, the first thing to be known is 
if it really increases the manganese excretion, 
considering also the possibility that the chelating 
ayent may transport manganese from other body 
tissues to the nervous system. Johnstone states, 
“Depending upon a pill for prevention rather than 
upon the proved measures prescribed by our hy 
yvienists is to be deplored. Further, this warning 
should be proclaimed loudly, frequently, and made 
conspicuous in all medical journals.” 

At the present time, we are of the opinion that 
the only treatment is “Prevention.” All dust ex 
posures need be controlled, not allowing a con 
centration higher than six milligrams of man 
yunese per cubic meter of air through ventila 
tion, wet processes, quarterly medical examina 
tions, personal hygiene such as bath after work, 
i frequent change of work clothes, long periods of 
ee pest after acute processes, proper alimentation, 


Fig. 7. etc. Only by such means can protection be ob 
All exposures in the present series derive from man- tained until better methods are devised. 
ganese ore mining. (Ave. de Simon Bolivar 67.) 


Changes Sometimes Hurt 


ERHAPS the spread of union welfare plans has brought us to the verge of a time where 
as must think in bold terms of a total solution of our health problems . . Both 
management and labor want to see that the beneficiaries get everything possible out of 
the welfare plans that have been set up, and that any increase in premiums is passed 
along in the form of benefits, not dissipated. cooperation from the medical profession 
has become most important at this stage of the game . labor, management, and the 
medical profession should join in attempting to guide the future development of these 
welfare plans along the most helpful channels . The more unions understand exactly 
what is possible and what their health and welfare funds will buy, the more formidable 
they will become as bargainers. Such bargaining may involve change, and changes some- 


Perhaps medical societies, by bargaining freely and sincerely, can help 


medicine are standing pat on their cliches rather than trying to work together, Some 
times the attitudes on either side seem to be so stereotyped that neither can appraise the 
other realistically and objectively. Yet events are inexorably bringing labor and medicine 


closer to interaction ....1 believe that both labor and the doctors should welcome every 
opportunity to get acquainted with each other, size up their common problems and look 
ahead to their solution . . Dependable high quality medical service is the real funda 


mental essential, in whatever form medical service may be supplied. We know that 
unions are seeking more complete medical care for the workingman’s family .... In 
surance indemnity is helpful, but it is only an economic answer to the need, as I see it 


People want service, freedom to drop into the doctor's office... . and ask questions 


simplest and most trivial matters. They want the comfort of having a source 


of information and service to lean on. I have seen the value of this over the years in 


my industrial experience. Answering questions about a myriad of symptoms and changes 


in function means more than we may realize. Furthermore, this form of early diagnosis 
and treatment very often avoids the necessity of more prolonged care in the hospital. 

Union Welfare Funds and the Doet Addre by Witttam A. Sawven, M.D, at the First 

inte tate cientif Assembly Washington, November | 1954 
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Plant Preventive Medicine Pays 
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O MORE intimate aspect of good human rela- 
N tions exists in business today than its in 
dustrial health and safety programs. If a 
pany has a medical program the employee expects 
that program, and the plant physician represent 
ing it, to bring him beneficial results. Preventive 
medicine is the largest single benefit we bring to 


com- 


the employee in industrial medical practice 

The important preventive measures 
the various industrial physical examinations 
These include: preplacement, periodic or annual, 


most are 


post-illness, and special examinations. Their pur 
poses are: 

1. To facilitate placement of a worker in ac- 
cordance with his individual physical or mental 
fitness 

2. To acquaint the worker with his physical 
status and to assist him in improving and main- 
taining his own good health 

3. To safeguard the health and safety of others. 


N THE light of these objectives, it is evident that 

the worker profits at time of hiring by prop- 
er placement in a job compatible with his physical 
capacities; and that he profits also from advice 
as to correctible defects which, though minor at 
first, could be aggravated over years of service 
and reduce his working efficiency. By reporting 
to his private physician for correction of these 
defects, he improves his health and increases his 
longevity, bringing long-range benefits to his 
family and his community. The private physician 
benefits by referral of the case at a time, in many 
instances, early enough to prevent irreparable 
damage; he is able to follow the case from the be- 
ginning and maintain proper medical control. 
Management benefits in receiving advice, without 
diagnosis, as to the individual’s physical capabil- 
ities and limitations; thus enabling the worker 
to be placed in a proper job 


THe PERIODIC or annual physical examination is 

another important preventive measure in an 
industrial medical program. Its purpose is to 
employee throughout his working 
him to improve and maintain 
good health. It also is a measure to safeguard the 
health and safety of others, and to discover and 
control the effects of possible unhealthful expo 
sures in the working environment. The periodic 


counsel the 


cureer, to assist 


physical examination consists of: 
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1. Recording a complete medical history, in ad- 
dition to a health questionnaire filled out by the 
examinee 

2. Doing a routine evaluation of the various 
systems of the body, which may include sufficient 
laboratory procedures to be able to advise the em- 
ployee as to the need for treatment by his pri- 
vate physician. 

These examinations yield but few temporary 
losses of position or income. Only a small number 
of employees (less than .5% ), with certain dis- 
abilities of a temporary or permanent nature, 
suffer temporary or permanent economic losses in 
reassignments, lack of promotion, or termina- 
tion because of physical condition. On the other 
hand, all employees benefit by being apprised of 
physical defects early and, in most instances, be- 
fore irreparable damage has been done. In thus 
preventing serious prolonged disability, in most 
cases we keep the employee advantageously on 
the job. He does not use all of his sick leave, and 
he suffers little or no economic loss. 

In effect, where these periodic examinations 
ure concerned, we are operating a well-adult clin- 
ic where sufficient diagnostic study is made to 
determine that the employee does or does not re- 
quire medical care. The examinations may dis- 
close, for example, early cancerous and precancer- 
ous lesions, communicable diseases, early diabetes, 
overweight, coronary insufficiency, early hyper- 
tension. By doing a limited amount of prelimi- 
nary laboratory study, we frequently are able to 
convince employees that they should go to their 
private physician. Some otherwise might delay 
such a visit for months or years, The physician in 
industry, therefore, benefits his employer and the 
community by keeping the maximum number of 
workers functioning. He guides the employees 
into acceptance and correction of defects—and 
this is a major benefit. He directs the employee, 
through these examinations, toward the use of 
the talents of the private practitioners in his 
community. The private physician benefits by 
more frequent contact with his patients and at a 
time when he is in a position, in many instances, 
through curative medicine, to prevent serious dis- 
ability. Approximately 50°, of our employees 
who are examined each year are found to have 
defects requiring correction and are referred to 
their private physicians or dentists. This phase 
of industrial medicine can properly be called pre- 
ventive, constructive, educative, and/or anticipa- 
This is in contradistinction to 


tory medicine. 
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curative medicine which is the primary responsi- 
bility of private practitioners. 


ANOTHER important function of the industrial 

physician is the evaluation of the physical 
condition of employees returning to work after 
illnesses. These examinations clearly benefit the 
employee, the company, and the private physi- 
cian. The private physician, by virtue of the pa- 
tient-physician relationship, is properly a cham- 
pion and advocate of his patients’ welfare. How- 
ever, in cases of short-term illnesses, he is fre- 
quently called on to certify the disability of his 
patients at a time when they have recovered and 
present no objective findings. In many such situ- 
ations he must face the possibility of an irate pa- 
tient, a loss of the patient’s confidence, or un 
wittingly becoming a partner to some unjustified 
claim of illness. In some cases the certification of 
personal illness by a private physician is ex- 
pected by the patient upon the basis of economic 
rather than strictly medical factors. 

We look with equanimity upon matters con- 
cerning the certification of illness. We have found 
that in the majority of questionable cases, per 
sonal contact with the private physician explains 
and justifies many situations which are not justi- 
fied on paper. I need not emphasize that “rubber 
stamp” certifications by private physicians are 
not only harmful to morale, but also make no 
contribution to the worker’s mental health. There 
are some cases where we must recognize “the 
adult version of the boyhood headache allowing 
baseball on Saturday but preventing church on 
Sunday.” Close cooperation with industrial phy- 
sicians can help to maintain smooth patient re 
lationships for private practitioners in these diffi- 
cult situations. 

A plant physician frequently examines a work- 
man returning after a serious illness. Some of 
these examinations involve conditions 
coronary disease and cerebral accident, and pa- 
tients may ask to be returned to work by private 
physicians prematurely because of economic fac 
tors which may outweigh medical considerations. 
In such instances, the plant physician should have 
the final responsibility for determining the pa- 
tient’s physical limitations as they relate to his 
job. The plant physician is in a better position to 
understand the job requirements, working condi- 
tions, and possible occupational hazards in a giv- 
en plant. He is also aware of the number of light- 
duty or modified-duty jobs available, and can dis- 
cuss, with the industrial relations department or 
supervision, placement possibilities for the em- 
ployee. This arrangement is a benefit to the em- 
ployee in the prevention of further aggravation of 
his disability. It is also a protection to the com- 
pany from the standpoint of occupational aggra- 
vation of a pre-existing disability. 

In such instances the plant physician may con 
tact the private physician and furnish necessary 
information on job requirements, working condi- 
tions, or potential hazards. The private physician 
is then in a better position to discuss with his pa- 
tient the need for further treatment and observa- 


such as 
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tion before returning to work. On the whole, this 
procedure establishes good relations with physi- 
cians in the community and strengthens the phy 
sician-patient relationship. 

Occasionally a decision of the Medical Depart 
ment, as a result of a physical examination, be- 
relations matter. We have found 
resolved amicably 


comes a labor 
that these situations 
by a frank discussion between the plant physician 
Such approaches to 


can be 


and union representatives 
the Medical Department are made through prop- 
er industrial relations channels. Unions will now 
and then present medical evidence from the em 
ployee’s private physician. Such evidence some 
times is incomplete. Laboratory or X-ray exam- 
inations may have been done at the plant which 
performed in the private physician’s 
office; or the practitioner is not familiar with 
the employee’s work or may have a distorted 
opinion of it as presented by the employee. In 
such instances, we explain the situation to the 
union representative and offer to communicate 
with the private practitioner. The medical ethics 
yoverning these communications are the same as 


were not 


between any two private practitioners. If we can 
not reach an agreement, we will offer the pa 
tient an examination by a specialist in the par 
ticular field of medicine involved. On occasion we 
have changed our opinion regarding the diagnosis 
as a result of such a consultation, Once the diag 
nosis is established, however, the plant physi 
cian’s opinion is final in regard to the physical 
limitations as they relate to placement in the job 

Thus we have a situation, on physical exam 
inations in industry, where there can be a valid 
interest involving the prospective employee, the 
union, the company, and the private practitioner 
An important skill the industrial medical prac 
titioner brings to his work is the ability to get 
all of these parties to agree. 

An industrial physical examination cannot be 
used as a tool for unjust exclusion from employ 
ment or to narrow the field of competition in ob 
taining jobs or job promotion within a plant 
This is the broad principle which must serve the 
interests of all. However, a company has a moral 
responsibility to new and old employees in seeing 
that they are placed in jobs they can perform 
efficiently without being a hazard to themselves, 
to others, or to company property. Somewhere be 
tween these two broad interests lies the basis for 
teamwork between the industrial physician and 
his colleagues in private practice. Industrial med- 
icine has progressed a long way in coming to the 
realization that we must consider a man’s abil 
ities rather than his disabilities. Our approach 
to this concept must still be tempered by realism 
and with some consideration of the employer 

In most states, the aggravation of a pre-exist 
ing disease or disability, is compensable under 
law. We must'be diligent, therefore, in seeing 
that persons with certain disabilities are not 
placed in jobs where there is the hazard of costly 
aggravation of these disabilities. Se much for 
the various examinations in which we, in indus 
trial medicine, participate. 


Be 
ae 
} 


ERHAPS the earliest of the several functions 

identified with industrial medicine was the 
emergency treatment of industrial injuries. This 
once accounted for most of the effort in the field 
of industrial medicine and was the source of most 
of the hostility of which that field was the unhap- 
py heir. Today, that has changed. The emergency 
treatment of industrial injuries has faded into a 
position of lesser importance, and the hostility 
it once engendered has largely disappeared. 

Years ago when the management of a company 
evaluated its Medical Department it was primar- 
ily on its ability to minimize the cost of medical 
care in those instances where the company had 
a legal and financial responsibility for this care. 
This goal often was best achieved by part-time 
surgeons and nurses. In some instances this re- 
parative service may have been provided on a 
mass production basis and, occasionally, at cut- 
rate prices. The worker was frequently the vic- 
tim, and the reputation of the field of industrial 
medicine suffered. Today such unfortunate situa- 
tions are practically non-existent. 

Preventive medical programs and accident pre- 
vention programs in large industry, especially in 
the oil industry, have developed industrial hy- 
yviene preventive engineering to a high level of 
performance. This has changed the whole picture 
sO that occupational injuries and diseases now 
account for only a small portion of the total cost 
of illness to industry. In General Petroleum we 
are proud of an outstanding safety program and 
safety record. The cooperation of medical, safety, 
and industrial hygiene personnel, and top man- 
ayement has achieved savings in human suffer- 
ing, disability, insurance loss, and lost time which 
are phenomenal, Many of our operations, includ- 
ing refineries, have proved to be safer than the 
home, field, or highway. 

Our costs for accidental injuries and occupa- 
tional diseases are less than one-third the sick 
leave costs for non-occupational illness and in- 
jury. Nevertheless, the nature and location of our 
oil refinery operations still make it imperative, in 
the interests of our workmen, that emergency 
medical facilities be available at the plant. The 
workman who is injured in an oil refinery expects, 
and rightly so, to receive the finest emergency 
medical care as soon as possible, and he looks to 
the company to bring this to him. His family is 
aware of some of the inherent hazards of his 
work and they, too, expect the company to have 
available emergency care. In General Petroleum 
this care is given with the understanding that 
the employee will be sent to the nearest approved 
hospital for further treatment and also that we 
will make full use of the best specialists and con- 
sultants in the community, depending on the na- 
ture and extent of the disability. 

By furnishing prompt and efficient emergency 
treatment of industrial injuries and diseases at 
the plant we are able: 

1. To establish the fact of injury usually with- 
out controversy. 

2. To determine the nature and extent of the 
injury or illness, 
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3. To make necessary arrangements for refer- 
ral to outside medical offices or hospitals for com- 
plete care. (In in accordance with 
the patient’s choice of physician. ) 

1. To furnish a report to the state immediately. 

5. To arrange for immediate notification of the 
family in case of serious illness or injury. 

6. To make necessary arrangements for differ- 
ential sick pay in case there will be lost time. 

7. To discuss with our safety department the 
cause of illness or injury so that it can be investi- 
yuted and measures recommended immediately 
toward prevention of future accidents or illness. 

%. To discuss with industrial relations the 
placement of the injured employee according to 
his remaining physical capacity. 

In cays when we had no in-plant medical pro- 
yram, the employee and the company suffered 
losses. Many injured employees with a “wait and 
see” attitude delayed reporting to outside physi- 
cians. Reports to the state were delayed, and it 
was frequently impossible for the safety depart- 
ment to get a complete investigation of the cir- 
cumstances surrounding an injury or illness. In 
a fcw instances workmen went home with minor 
injuries and “rested” for days or weeks on sick 
leave. In those cases where the facts of injury or 
iliness and other circumstances could not be clear- 
ly established, it was difficult for our outside 
physicians to determine whether the employee’s 
complaint was compensable. 

With our present in-plant medical service at 
the refinery, claims before the Industrial Acci- 
dent Commission, which were formerly rather 
frequent, have now become a rarity; and pro- 
longed disability, complications, and permanent 
disabilities have reduced to a minimum. 
Any plant physician is in a unique position in 
cases of occupational injury or disease. He fre- 
quently must walk a tight-rope and balance re- 
lationships between management, safety, insur- 
ance, union, and family physician. Our results 
have been good. 


some states 


been 


S THE industrial field becomes more complex, 

and as the people in it become more accident- 
prevention minded, it has logically followed that 
the field of environmental hygiene is becoming 
increasingly important to the industrial physi- 
cian. Here again the medical man’s special train- 
ing enables him to bring benefits to the company, 
the employee, and the community. New processes 
involving new chemicals are being developed 
every day to produce new and better products 
for the public. This is especially true in the oil 
industry where constant research is in progress 
to improve petroleum products. This trend is in- 
dicative of economic health. The refining of petro- 
leum, however, requires the constant vigilance 
of safety and industrial hygiene engineers and 
industrial physicians. 

A modern refinery, operating properly, is a 
well closed system of pipes and tanks where crude 
oil is subject to heat and various catalytic reac- 
tions in order to produce different fractions or 
products ranging from coke to high octane avia- 


Industrial Medicine and Surgery 


4 


tion gasoline. Some of the common chemical com- 
pounds used in the refining of crude petroleum 
are sulfuric acid, hydrofluoric acid, sulfuric di- 
oxide, litharge, amorphous alumina and _ silica 
clays, and various caustic solutions. These sub- 
stances are used as catalysts in refining petro- 
leum or in the treating of refined petroleum in 
order to remove objectionable substances. In the 
process of refining, various gases are produced 
which can be detrimental to health if liberated in 
work areas in sufficient concentration. The most 
important of these is hydrogen sulphide. 

The elimination and control of occupational 
hazards, due to various gases, solvents and dusts, 
is a responsibility of the Medical Department 
working with other departments. Through in- 
dustrial hygiene measures these hazards usually 
remain under control. Occasionally, however, in 
the repair or maintenance of a unit, toxic gases 
or catalysts may escape in sufficient quantities to 
cause toxic effects through inhalation or skin 
contact, depending upon the chem/‘czal involved. 

There are special problems connected with the 
diagnosis and treatment of these exposures which 
require knowledge of the chemistry and toxicol- 
ogy of the substances involved. For example, 
treatment of a hydrofluoric acid burn is different 
from that of other burns because of progressive 
penetration of the acid. The hydrous or the an- 
hydrous form of acid may be involved. The hy- 
drous burn frequently is a delayed reaction, 
whereas the anhydrous effects are immediate and 
blanching is apparent. First aid is extremely im- 
portant and depends upon the location of the burn 
and the degree of penetration. The less severe 
types can be treated by a copious flushing of 
water, saline or ammonia solution, followed by 
the application of a special salve containing mag- 
nesium oxide, glycerine, and magnesium. sul- 
phate. Oil-base ointments or salves as wound 
coverings are contraindicated. Others with 
more penetration should be treated by removal of 
the superficial layer of the skin, and this can be 
accomplished with sandpaper. Deeper burns, in- 
volving the corium, are treated either by infiltra- 
tion with 10° calcium gluconate solution, by de- 
bridement, or by more radical dissection of the 
tissues involved. 

This type of occupational injury is only one of 
the special problems we meet in the oi] industry. 
We have a large number of solvents or petroleum 
fractions with which the workman may come in 
contact, which can be highly irritating to the 
skin of susceptible individuals and cause indus- 
trial dermatitis or, with chronic exposure, hyper- 
keratotic lesions on the face and hands. In this 
regard, supervision of personal hygiene is an 
important responsibility of the plant physician. 

Owing to the complexities of modern industrial 
processes a private practitioner may unwitting- 
ly become a party to an unwarranted claim of 
occupational injury. Employees oc- 
casionally make a diagnosis of occupational dis- 
ease on hearsay. Relatively few employees know 
all of the specific occupational hazards in their 
working environment. I have seen instances such 
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as where an employee, on the basis of hearsay, 
has influenced a family doctor to make an unrea- 
sonable diagnosis of hydrogen sulphide gas in- 
halation poisoning, although, as was later proved, 
the employee did not work anywhere near the al 
leyed exposure to gas, and his symptoms were 
due to coronary disease. In such cases we wel 
come inquiry from the private physician and are 
happy to discuss all possible health hazards to 
help make a diagnosis. 


NOTHER area into which the industrial practi- 
tioner is being drawn is that of mental hy 
viene. It has been reported that the employee 
whose wife throws dishes at him but misses is a 
potential emotional problem when he’s on the job 
He is also a potential accident and a_ potential 
source of poor morale and reduced job satisfac 
tion to his fellow employees. Mental hygiene is be 
coming increasingly important to industry be 
cause of such potentialities, and the industrial 
physician is frequently called upon by foremen 
and supervisors who see cases of employees show 
ing evidence of emotional problems, occupational 
and non-occupational. Thus many of these cases 
are seen first in the industrial Medical Depart 
ment. They do not necessarily call for a psychia 
trist, but rather for a doctor who has been taught 
something of psychological and emotional reac 
tions, and who knows the temperament of the in 
dividual and his occupational situation, and has 
time to confer with him. By spending some time 
listening the industrial practitioner can frequent 
ly recognize home, family, and financial worries, 
as well as problems relating to other employees 
and supervision. In recognizing the interplay of 
these stresses we frequently are able to help an 
individual gain an understanding of his behavior 
The old” relationship 
consisted mainly in communica 
tions between the doctor and the patient. In a 
busy private office these communications may be 
difficult, especially in these days of specialization 
Many industrial physicians are helping to hold 
this gateway of communication open. In so doing, 
industrial medicine has brought benefits to the 
medical profession at local and national levels 
On the whole, it has done an informal but effec 
tive job of human and publie relations with the 


“good country doctor 


yood two-way 


working Man or woman, union or non-union, dur 
ing the when the could 
easily have been tipped toward state control of 


crucial years balance 
medicine. 

So there we have the elements of a plant med 
ical program, conceived and dedicated under the 
principle of beneficial service to the community, 
the employees, and the employer. 


T°? BE effective, any industrial medical program 


must be implemented by health education 
through various media, such as literature, films, 
health talks, and articles in the company house 
organ. Various subjects including nutrition, 
health hazards, physical communicable 
diseases, hobbies or avocations, and first aid are 
“selling” health benefits 


fitness, 


covered with a view of 


+ 
ry 
af 
“4 
4 New 


to the employees. Results of health education are 
poor unless we are able to penetrate Zone 1 of 
the reader’s or listener’s viewpoint; get his fav- 
orable attention and interest; and arouse a de- 
sire, and then a decision to accept certain ideas 
related to positive health maintenance. Here 
we must be guided by the principle that people 
think and act in what they feel are the best in- 
terests of themselves, their families, and those 
whose welfare they have at heart. Health educa- 
tion media therefore must have a strong appeal 
to the listener’s point of view, provide clear-cut 
benefits resulting from good health habits and 
point out definite losses due to poor health habits. 

We have found that health education based on 
principles brings results. For example, 
during the past few years we have emphasized in 
a General Petroleum health education program 
the relationship of overweight to health. We can 
actually measure our results in pounds. We esti- 
mate that for the executive payroll alone there 
has been a weight loss of 2,500 pounds over the 
period from January, 1952, to date. 

In the administration of an industrial medical 
program a system of confidential health records 
is essential. By keeping our medical information 
confidential we gain employee confidence, do a 
better job in preventive medicine, and improve 
health and longevity. On the other hand, if there 
is unreasonable disclosure of confidential medical 
information to management, supervision, or 
others, we bring about a loss of confidence in the 
medical program, hamper our efforts in obtain- 
ing good physical examinations, and 


these 


cause a 


breakdown in preventive or constructive medical 
measures. For these reasons maintaining confi- 
dential and medical records, aside from medical 
ethics, is good policy and brings benefits to our 
employees in terms of better health and longer 
lives. The private physician benefits in feeling 
free to discuss a case with the plant physician 


Challenge or Competition 


with a knowledge that his communication will be 
handled in a manner that will protect his ethical 
relationship with the patient. 


ow to summarize: An effective medical pro- 

gram pays management in these ways: 

1. It helps to produce higher morale among em- 
ployees—it is evidence that management has a 
sincere interest in its employees and their wel- 
fare. 

2. It helps improve worker productivity. 

3. It helps to reduce accident costs and insur- 
ance costs. 

1. It improves the quality of the organization’s 
working force (a) by attracting better people to 
the organization; (b) by giving a better selec- 
tion of people from which to “tailor” a good em- 
ployee team; (c) by reducing absenteeism; (d) 
by extending the productive life of the company’s 
greatest employees, and keeping 
them fit until normal retirement date; and (e) by 
reducing turnover. 

5. It gives management another channel of 
communication with employees. This factor is 
doubly important because management gets the 
benefit of the trained observation powers of pro- 
fessional men of high integrity who will give 
honest, accurate, and pertinent opinions on man- 
agement’s effectiveness in its communications ef- 
forts and particularly its shortcomings. (This 
last is a rare and valuable thing. ) 

6. It increases acceptance of the organization 
by the general public. This produces a_ better 
reputation in the market place, increased confi- 
dence from investors, and a more cooperative at- 
titude from regulatory bodies. 

There can be no question that benefits of a 
plant medical program go far beyond the walls 
of the plant, and these programs are making an 
ever increasing contribution to the betterment 
of community health standards. 


resource, its 


A CHALLENGE is a test that an individual sets himself to meet. It is an accomplishment 
that he wishes to perform because he has an urge to do so. A dare is something 


urged, foisted or forced upon an individual 
If he is immature he accepts a dare and thereafter chafes under it even if he accom 


something he may be taunted to perform. 


plishes it. Dares often breed intense competition, which may be stressful experiences. 
Competition with its attendant stress and tension is a natural concomitant of work. But 


play, which is intended to relieve stress and tension should not be a stressful experience 


in itself particularly in creative workers for stress 


creates, but does not relieve, mental 


fatigue. Management is therefore gradually realizing that social company activities if 
thoughtlessly designed negate the very purpose of relaxation they are intended to serve. 


Pointless competitive endeavors at play may give a sense of accomplishment to over- 


aggressive and compulsive individuals but in creative workers, artificial puerile competi 


tion is stressful, which is not conducive to the period of regeneration that a creative 


mind must periodically have. 


From the Monthly Bulletin of Di Cyan & 


Brown, September, 1954 
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Aspects of Occupational Dermatoses 


WITH PARTICULAR REFERENCE TO TREATMENT 


JOSEPH V 
FRANK C 


A’ A MEETING of the Chairmen of the Scientific 

Committees of the Industrial Medical Asso- 
ciation at the Industrial Health Conference at 
Chicago last April, it 
KLAUDER as Chairman of the IMA Committee on 
Dermatology arrange for a paper on occupational 
dermatoses, discussing treatment, the status of 
therapeutic agents, such as ACTH and Cortisone, 
and other practical aspects and sources of infor- 
mation—this in the nature of a rather compre- 
hensive review. The following presentation by DR. 
KLAUDER and DR. COMBES, a member of the IMA 
on Dermatology, is the response to 


Ep. 


was suggested that DR. 


Committee 
that suggestion 


Penicillin Reactions 

NCREASING reports of reactions to penicillin are 

appearing in American and foreign literature.! 
Particular mention is made of a survey of this 
literature by Smith and Walker? and the com- 
prehensive report of Kern and Wimberley.’ The 
use of penicillin by industrial physicians (see 
Case 1) makes timely a discussion of these reac- 
tions. 

Of medicinal agents in current use penicillin 
heads the list in frequency, diversity and sever- 
ity of the sensitivities which it induces, and has 
replaced foreign sera as the commonest cause of 
fatal anaphylactic shock.” Penicillin has been 
compared to the sulfonamides. In the initial peri- 
od of their use there was little evidence of toxic 
reactions. Subsequently, their widespread use in 
every trifling infection soon evidenced that they 
were potent sensitizers. 

The incidence of all toxic reactions is given 
by some writers as high as 10°; for the urti- 
carial type about 5°; and sensitization arising 
from its local use as high as 40°,. The majority 
of patients who experience any type of reaction 
have had previous administration of penicillin; 
rarely does reaction occur after first administra- 
tion. The increasing and widespread use of peni- 
cillin in repeated courses reasonably explains the 
increasing number of reactions. For example, 
Pillsbury et al‘ reported in 1947 an incidence of 
urticaria in 1.8% of the first 824 cases treated; 
whereas, of the 200 cases re-treated the inci- 
dence rose to 6°. Of the 18 cases of anaphylactic 
deaths from penicillin reviewed by Kern and 
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AND CHROMATE DERMATITIS 


KLAUDER, M.D., Philadelphia 
COMBES, M.D., New York City 


Wimberley, five were asthmatics. An additional 
eight cases of death following the injection of 
penicillin are reported by Rosenthal.® These cases 
were among a of sudden deaths investi 
gated by the Chief Medical Examiner of the City 
of New York. Kern and Wimberley comment that 
since 15% of our population are of such major 
allergic constitution, it is clear that one in every 
seven patients given penicillin is a candidate for 


series 


eventual penicillin sensitivity. 

There is evidence of cross-reaction of sensitiv 
ity to penicillin and some pathogenic fungi, It 
has been sugyested that such cross-sensitivits 
exists to penicillin and related These 
circumstances are given to explain some of the 
reactions after first administration of the drug 
and also partly to explain the high incidence of 
sensitization reactions. 

The following evidences the multiplicity of 
the forms of reaction to penicillin: 

Anaphylactic constitute the 
alarming and dangerous manifestations of peni 
cillin sensitivity. Exfoliative dermatitis and peri 
arteritis nodosa contribute additional deaths. Of 
the 18 anaphylactic deaths reported in the litera 
ture and reviewed by Kern and Wimberley, as 
aforementioned, five were asthmatics. Many gave 
a history of allergic diseases, of previous adminis 
tration of penicillin, of whom some had minor 
reactions. On the other hand, anaphylactic death 
occurred in persons who had no history of allergy 
or previous administration of penicillin; e., a 
27-year-old male who died 20 minutes after an 
intramuscular injection of procaine penicillin in 
peanut oil with aluminum viven 
for a “cold.” There was no previous history of 
allergy and no history of prior administration of 
penicillin. Of the 18 fatal cases, death occurred 
in as brief a period as 15 minutes before treat 
ment could be administered, and in others, in a 
few hours to several days. 

Asthma. This is more likely to occur after in 
halation of penicillin. We observed an employee 
of a pharmaceutical company who perfected a 
nasal inhaler. Over a long period he frequently 
tested the apparatus on himself. He became sen 
sitized, expressed as asthmatic attacks. The lat 
ter also appeared when in the room where peni 
cillin was being processed 
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Contact Dermatitis. This may occur after local 
use of penicillin—ointments, compresses, sprays, 
powders. We observed it in industrial workers 
engaged in making penicillin. It is desirable that 
preventive measures applicable to handling al- 
lergenic substances be enforced for workers ex- 


Contact dermatitis also oc 


posed to penicillin 
curs among physicians and nurses handling peni- 
cillin preparations. According to Bamber’ 10% 
of the district nurses in Liverpool have become 
sensitive to either penicillin or streptomycin or 
both. 

Local Reactions. Swelling and itching at site 
of injection. In this cateyory may also be included 
reactions in the mouth after the use of troches, 
yastric disturbance after oral administration, 
and “flare up” of fungus infection, notably of the 
feet, accompanied by an “id” reaction elsewhere 
on the skin 


Dermatoses. These are variously expressed. 
The mildest reaction may be pruritus with a 
fleeting erythematous outbreak. The outbreak 


may be punctate, morbilliform, scarlatiniform, 
erythrodermia, exfoliative dermatitis, erythema 
multiforme-like, generalized bullous eruption, or 
lesions resembling erythema nodosum. ob- 
served localized recurring bullous lesions follow- 
ing urticaria. Accompanying pronounced erup- 
tions there is usually fever, systemic symptoms, 
at times joint pains and visceral complications, 
such as renal shutdown. 

Urticaria, This is the commonest untoward re- 
action, It may appear two to three days up to 
near two weeks after penicillin treatment. Fre- 
quently there are joint pains in which event it 
is designated “serum sickness reaction.” We 
would grade urticaria as mild, moderate and 
severe, Pruritus is conspicuous and may precede, 
for a brief period, an outbreak of urticaria. An- 
gioneurotic edema may or may not be present. 
Other than the mild cases, there is usually fever 
and at times eosinophilia. Mild cases may be of 
brief duration. We have hospitalized patients 
with pronounced urticaria as long as two weeks. 
The longest duration urticaria to 
persist was three months. Longer periods have 
been reported; Kern and Wimberley record three 
to 15 months. In such instances these authors be- 
lieve that other allergens (notably food) come 
into the allergic mechanism that penicillin initi- 
ated, and that this possibility should be consid 
ered in treatment. 

Only mention will be made of the following re- 
actions reviewed in Kern and Wimberley’s re- 
port: Purpuric eruptions, agranulocytosis, peri- 
arteritis nodosa, peripheral neuritis, severe hy- 
droarthrosis, albuminuria, protracted fever, and 
Loeffler’s syndrome 

One of our patients who had pronounced urti- 
caria after penicillin treatment had acute ab- 
dominal pain two days after discharge from the 
hospital. Rupture of the spleen was found on op- 
eration. There was no injury or other explana- 
tion. 

Prevention, 


we observed 


Before administering penicillin 


Kern and Wimberley stress importance of history 
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concerning previous penicillin treatment, of re- 
actions and history of allergy When patients 
have an allergic history or have uad reactions to 
penicillin they advise a cutaneous (scratch) test 
with a drop of the preparation to be used. Ery- 
thema and wheal formation constitute a positive 
reaction and evidence marked sensitivity. In this 
event, administration of penicillin is hazardous. 
test is advised before the intra- 
cutaneous test—-injection intracutaneously of 0.02 
cc. of penicillin solution with 5,000 units per ce. 
Wheal and erythema in 20 minutes indicate a 
dangerous degree of sensitivity. A delayed reac- 
tion in 24 to 48 hours indicates much less danger 
of anaphylactic reaction, but with the chance of 
some allergic response. 

Kern and Wimberley express the opinion that 
concomitant administration of an antihistaminic 
applies only to the lesser types of penicillin sen- 
sitivity. 

The procedure is useless in the face of anaphy- 


The cutaneous 


lactic sensitivity. 

In prevention of penicillin sensitivity and of 
reactions all writers emphasize that penicillin 
should not be used in treatment of trifling infec- 
tions or injury and that consideration be given 
to the use of other antibiotics. 

Treatment. Treatment only of the urticarial 
reaction will be discussed. We do not regard rou- 
tine use of cortisone or corticotropin (ACTH) as 
necessary, but reserve their use in pronounced 
cases or when the following measures are ineffec- 
tive: an antihistaminic and calcium gluconate 
orally, and calcium gluconate’ intravenously; 
ephedrine sulfate by mouth and adrenalin hypo- 
dermatically for angioneurotic edema; sedation 
through the day and at night codeine if necessary 
to induce sleep; colloidal baths—-one pound of 
laundry starch to the tub of tepid water. Local 
treatment is recorded in Case I: 

CASE 1. An industrial worker bumped his el- 
bow on a machine. The site of injury became red 
and swollen, for which reason 300,000 units of 
penicillin were given intramuscularly on Febru- 
ary 3, and repeated on February 5. On February 
14, urticaria appeared on the forearms. In the 
ensuing 10 days it became generalized with 
swelling of the feet preventing the wearing of 
shoes. He had no knowledge of ever having pre- 
vious penicillin treatment. He was hospitalized 
from February 24 to March 2. Treatment con- 
sisted of calcium gluconate orally, one teaspoon- 
ful three times daily; calcium gluconate was also 
given intravenously. An antihistaminic and ephe- 
drine sulfate were given orally. Adrenalin was 
when he complained of difficulty in 
breathing (apparently from tracheal involve- 
ment); codeine was required to induce sleep. 
From February 24 to 27, ACTH gel was given 
intramuscularly for a total of 100 units; locally 
a shake lotion—sodium borate 4.0, pulv. zine 
oxide 8.0, isopropyl alcohol 30 ec., aqua calcis qs. 
180 cc.; compresses of boric acid solution; at 
night free application of powdered talcum con- 
taining menthol. 

He resumed work March 8. 
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Dermatoses from Chromates 

REview is made of two comprehensive studies of 
the hazards of chromium and its compounds 

in industry—one a U.S. Public Health report,’ 

the other by Walsh.* 

The U.S. Public Health report is an exhaustive 
study of the health hazards of workers engaged 
in the manufacture of chromates and bichromates 
from chromite ore. It describes manufacturing 
processes, examination of air-borne materials and 
medical examinations of 897 workers including 
incidence of bronchiogenic carcinoma from in- 
halation of chromate-containing dust. The in- 
cidence is far above that found amotig a compari- 
son group. Walsh’s report discusses the common- 
er uses of chromium compounds in industry, and 
the various medical complications that may arise 
from such use, particularly chromate dermatitis. 

Chromium and its compounds are widely used 
in industry. Only dermatoses arising from their 
use will be discussed. These comprise dermatitis 
from primary irritant action, sensitization der- 
matitis, and chrome ulcer. Mention may be made 
of nasal perforation (arising from exposure to 
mists or dusts containing chromate), yellowish 
discoloration of the anterior teeth, and yellowish 
coating of the dorsum of the tongue. These were 
present in a certain percent of chromate workers, 
in the U.S. Public Health report. 

The hazard of dermatoses is in relation to the 
nature of chromium compound. The bivalent 
chromous salts are unstable and of no commercial 
importance. Trivalent and metallic chromium are 
apparently not irritating, non-toxic, and non- 
allergenic.* The hexavalent compounds, such as 
sodium .and potassium dichromate are mostly 
widely used and are the only forms that pose any 
problem from an industria! health viewpoint. 

Dermatitis from irritant action of hexavalent 
compounds is usually caused by concentrated solu- 
tions, such as used in chrome-plating and in 
anodizing, another electrolytic type of anticorro- 
sive treatment. In these processes a concentration 
of chromic acid as high as 40° is employed. 

Other important uses of hexavalent compounds 
are in photoengraving, lithography, blueprinting, 
as a mordant or fixative for the dyeing of woolen 
cloth and fur, and in the dyeing of some leathers. 
The “two-bath” chrome tanning of leather em- 
ploys sodium dichromate; in the ‘“one-bath” pro- 
cess trivalent sodium chromic sulfate is used. 

Chromium compounds used in paints, ink, rub- 
ber, and ceramics are lead and barium chromate 
and chromium oxide. These 
doubtful causes of dermatitis. 
the use of zinc chromate. 

The most frequent source of chromate derma- 
titis in industry is sensitization dermatitis. Chro- 
mium stands high on the list of allergenic metals 


are insoluble and are 
An exception is 


*AKATSUK and FAIRHILL (Toxicology of Chromium, 
J. Ind. Hyg., 16:1, 1934) administered to cats in 
food 1,000 mg. daily of chromic phosphate or chromic 
carbonate, or by inhalation 200 mg. of chromic car 
bonate for 17 weeks. None of the animals showed 
evidence of toxic effect. 


January, 1955 


Fig. 
Sensitization dermatitis from chromate. The pa 
tient worked in an aircraft factory, handling parts 
painted with zinc chromate primer. He had erythemat 
ous eczematous dermatitis of the hands, forearms, and 


face. Of the face, the eyelids 
open patch test with the primer was positive, and was 


were more affected. An 


negative in a control subject 


afore 
hexa 


sen 


(nickel, cobalt, beryllium). As 
mentioned, it is stated that only 
valent chrome compounds are sensitizing.” 
sitization dermatitis appears after variable peri 
that 


mercury, 
yenerally 


ode of exposur and to concentrations below 
of primary irritant action 

dermatitis is zine 
inhibitive 


One source of sensitization 


chromate used as a corrosion 
paint on most aluminum and 
plane parts after anodizing. It is similarly used 
in the shipbui'ding industry and also as a paint 
Sensitization 


primet 
magnesium alt 


on other metals dermatitis occurs 
not only in painters spraying the primer, but also 
in others handling the painted object (Fig. 1 
Another source solution of chro 
mate 
COYTOSILVE I! 
<vstems in Diesel railroad locomotives and 
other internal combustion engines. For the 
purpose chromate is used in refrigeration sys 
tems, in the brine in ice plants, and in 
conditioning installations 
Chrome ulcer caused by 


Is exposure to a 
(usually than 1° 
various types of recirculating wate) 


less used as an anti 
ome 


some ar 


the necrotizing action 


of the chromate ion is a rounded ulcer with a 


punched-out appearance and a raised well-defined 
hard border (Fig. 2 
readily occurs at site of a break in the continuity 


. It is slow to heal and more 


of the skin. In the US. Public Health report 


It is generally stated that chrome in chrome 
tanned leather combined with protein is in trivalent 
dyed with a chromium 
with 


materials 


form and likewise in wool 
mordant, Chromium-plated metals are coated 
metallic chromium which is inert. These 
theoretically should not be allergenic causing sensiti 
We, therefore, patch 
materials (obtained from the manu 
that a 
was used) on persons who had 
titis to dichromate. The negative in 
contrast to positive result with dichromate, In these 
patch tests also resulted with tri 
acetate 1% solution (Cr, O 

lent, pH 5.2). Bering and Zitzke (Berufliche 
krankheiten, Von Leopold Voss, Le 
52) similarly observed negative patch teste 


zation dermatitis. performed 
tests with these 
facturer who certified chromium compound 
sensitization derma 


results were 


patients negative 
equiva 

Haut 
ipzig, 155, p 
with tri 


valent chromic 


valent chromic chloride 


F 
\ 
_ 
15 


Fig. 2. 

Chrome ulcers in a tannery worker showing the 
characteristic punched-out appearance and raised well- 
defined borders. They resemble the eye of a bird and 
pertinently are termed by the French ‘pigeonneau.” 
Similar ulcers are caused by lime, solutions of cyanide, 

and other caustic agents. 


19.5% of white workers examined had chrome 
ulcers or scars thereof; 11% had active ulcera- 
tions. Such ulcers are well-known in the tanning 
and electroplating industries. 

Chromate dermatitis from primary irritant ac- 
tion is confined to the site of direct contact, in- 
variably the hands and forearms, whereas sensi- 
tization dermatitis in addition to the site of di- 
rect contact, may appear elsewhere, especially 
the face (through contact with the hands), at 
times only the eyelids (Fig. 1). In our experience 
chromate dermatitis, comparable to any derma- 
titis arising from either primary irritant or al- 
lergenic cause, progressively improves and dis- 
appears after cessation of exposure. Other writers 
state that chromate sensitization dermatitis may 
pursue a longer course (after cessation of ex- 
posure) than that arising from other contactant 
causes. The opinion has been expressed that chro- 
mium may remain in the skin. We know of no 
documented evidence to rationalize this hypoth- 
esis. In treatment of these protracted cases Cole” 
advises topical use of dimercaprol (BAL-—38% in 
ointment) and also intragluteal injections of 
dimercaprol. 

Patch Test; Closed Method vs Open Method. 
The generally recommended method is the em- 
ployment of 0.5% solution of sodium or potas- 
sium dichromate by the closed method. Several 
layers of gauze (1%- to %4-inch square) are wet 
with the solution, covered with wax paper and 
held on the skin by adhesive for 24 hours. The 
site of application is read in 24 hours and again 
in three to four days for delayed reaction. Walsh 


advises 0.25% solution as a better test dilution. 

Patch testing in diagnosis of occupational der- 
matitis is invariably to diagnose sensitization der- 
matitis. If a positive reaction with the tested 
substance is obtained, the question is pertinent 
does such reaction represent a primary irritant 
or an allergic reaction? This would not apply if 
the tested substance has no inherent irritant ac- 
tion—rubber, tobacco, nylon, wood. It applies to 
all substances having an inherent irritant action. 
If concentration of an irritant is highly diluted 
01%, .001% in order definitely to eliminate ir- 
ritant action, such dilution may yield a negative 
reaction yet the tested person may be allergic to 
the substance, but not in the degree represented 
by the dilution. In patch testing if only one con- 
centration of a substance that is inherently a 
primary irritant is employed, it may be difficult 
to define where primary irritant action ends and 
allergenic action starts. 

In between high and lower concentrations of 
a primary irritant there is a borderline concen- 
tration that yields variable results in patch test- 
ing. This reflects the variation in irritability of 
the “normal” skin. Such borderline concentra- 
tions are more likely to show uniform positive 
reactions on the uninvolved skin of patients with 
eczematous dermatitis in relation to its degree 
and extent. Consistently Klauder'® observed that 
75% of 18 patients with fairly diffuse acute 
eczematous dermatitis (without evidence of con- 
tactant cause) showed positive reactions to closed 
patch test (on the uninvolved skin) with 0.5% 
dichromate solution.* In a patient (never exposed 
to chromate) with acute diffuse eczematous der- 
matitis he observed the following results of patch 
tests: 1% dichromate solution, three plus; 0.5%, 
two plus; 0.1%, one plus.} 

There is evidence, therefore, that a dilution of 
0.5% dichromate constitutes the aforementioned 
borderline concentration. Positive result with 
this dilutien, especially if the patient has eczema- 
tous dermatitis, is not conclusive evidence of 
sensitization dermatitis. To avoid pitfalls in in- 


*Positive patch tests were also observed (in vary- 
ing percentage) with the following eczematogenic 
chemicals: 50% turpentine in olive oil, 5% solution 
of formaldehyde, tincture of iodine, 5% ammoniated 
mercury in petrolatum, 1% ammonium fluoride, and 
1% sodium arsenate. 

These positive reactions are to be attributed to 
the increased irritability (reactibility non-specific 
sensitivity) that characterizes the skin of patients 
with eczematous dermatitis in relation to its sever- 
ity and extent. It is an expression of (a relatively 
new term) so-called non-specific polyvalent sensi- 
tivity that disappears soon after the acute derma- 
titis disappears. It is not to be confused with spe- 
cific (allergic) sensitivity based on specific immuno- 
logic mechanism that usually persists for an indefi- 
nite period of time. 

{ROSTENBERG and SULZBERGER (Arch, Dermat. & 
Syph., 35:431, 1937) likewise observed 18% positive 
with 1 to 0.56% 


patch tests (one plus and more) 


solution of dichromate on patients with contact and 
non-contact dermatitis not regarded as sensitization 
chromate dermatitis. 
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Fig. 3. 

Open method of patch test. A—One plus reaction 
to the catalyst applied over a barrier cream. B—Three 
plus reaction to the catalyst applied on the bare skin. 
C—Negative reaction to Epon resin. D—Two plus reac 
tion to the polymer. One drop of the tested substance 
was employed. Similar tests on two normal persons 


were negative 


terpreting positive patch tests with the closed 
method, several dilutions of dichromate should 
be employed and ideally, control patch tests with 
the aforementioned eczematogenic chemicals: If 
the latter tests are negative the more valid is the 
significance of positive reactions to dichromate. 
What is more preferable is the open-method of 
testing. This method is more appropriate not 
only for dichromate, but for all substances that 
are inherently primary irritants. 

An open patch test consists of placing on the 
skin a small amount of the undiluted substance to 
which the patient is or has been exposed; one to 
several drops if a liquid (Fig. 3), or a compar- 
able small amount if not a liquid. It is allowed to 
dry and is left uncovered. In the case of dichro- 
mate several drops of a 1% or stronger solution 
are employed; in addition, a similar amount of 
several lower dilutions to afford information as 
to degree of sensitivity. Positive reactions con- 
stitute more valid evidence of sensitization than 
positive reactions with the same dilutions em- 
ployed in the closed-method. 

It is imperative to use the open-method if a 
high degree of sensitivity (to any substance) is 
suspected (reaction to fume, vapor, odor or re- 
mote contact with the allergen) in order to avoid 
severe reaction with the closed method or flare-up 
of existing or pre-existing sensitization derma- 
titis. Dilution of the tested substance (in the 
open method) should correlate its nature such as 
a strong irritant or its suspected degree of sen- 
sitivity, or it should be thoroughly removed from 
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the skin after contact for 15 minutes to one hour 
or more. The open-method of testing is less likely 
to sensitize the tested person to the tested sub 
stance, yet this may occur in the case of highly 
allergenic substances. For example, one drop of 
a 10° solution (in acetone) of dinitrochlorben- 
zene dropped once on the skin may suffice to sen 
sitize. It is desirable, therefore, not to perform 
tests, either the closed or open method, with high 
ly allergenic substances, especially if the person 
is constantly exposed to the tested substance. 

Chromate in Cement. Earlier writers (Schreus 
and Burk!'') observed that patients with cement 
dermatitis had positive sensitization tests to di 
chromate. The source o* this sensitization was 
unexplained until Jaeger and Pelloni'? published 
their investigations on positive dichromate tests 
on patients suffering from cement eczema. Thirty 
of 32 patients had positive patch tests to 0.5°, 
dichromate. Only 18 patients reacted to cement 
They demonstrated by special chemical analyses 
that all varieties of cement contained minimal 
amounts of chromium. The concentration, how 
ever, was considerably lower than the minimum 
quantity required to reach the threshold of hyper 
sensitivity which they found to be reached at an 
average concentration in water of 0.10% potas 
sium dichromate. 

Subsequently, a number of 
peared in foreign literature 
cases of dermatitis of cement 
tization to dichromate heretofore regarded as 
always caused by the alkalinity of cement. Spier 
and Natzel!® found 0.0025, chromium (their 
method of analysis is described) in two-thirds of 
67 samples of cement obtained from 30 different 
manufacturers of cement in Germany. In some 
specimens of Norwegian cement, Engebrigt- 
sen'* found 0.010 to 0.20°,. He attributes its 
source to the raw materials—lime and 
used in making cement and also to its presence in 
steel and other alloys added to the raw materials 
before burning. He demonstrated that the chro 
mium compound was soluble and not demonstra- 
ble by routine chemical analyses. He believes that 
the concentration of chromium salts on the skin 
by evaporation reaches the level required for 
sensitization, and that the latter is probably 
facilitated by induced lowered tolerance to alkali 
incident to exposure to cement. Of eight patients 
studied, all reacted positive to patch tests with 
0.5% potassium dichromate, four of whom re 
acted also to ordinary cement. These four pa 
tients reacted negative to cement that was washed 
removing the chromium compound, (It is not 
clear to us how chrome can be washed out of 
cement without altering the cement itself.) He 
concludes that cement dermatitis has a toxic as 
well as an allergic pathogenesis and that the of 
fending allergen is in all probability the water 
soluble dichromate found in cement. 

On the other hand, Meneghini'® after study of 
13 cases of cement dermatitis and after chemical 


reports have ap 
attributing some 


workers to sensi 


shale 


and spectrographic examination of Italian cement, 
concludes that he cannot agree with the alleged 
theory of Jaeger and Pelloni. 
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The aforementioned investigations concluded 
that the dermatitis of some cement workers was 
sensitization dermatitis to chromate. This 
essentially based on a positive patch test (closed 
method) with 0.5% solution of dichromate. As 
discussed in the aforegoing, we do not regard 
this as valid evidence.’ 


Was 


Epoxy Resins—Sensitization Dermatitis 

‘ENSITIZATION dermatitis of workers formulat 

ing new industrial hazard. 
These resins are a new type of plastic used in 
coatings and in tool for the aircraft, 
motor, and electronic industries. The catalyst or 
hardener of the amine type, in contrast to a non- 
amine catalyst, is allergenic. The use of an amine 
catalyst is sary if a self-hardening epoxy 
formulation is to be made: a non-amine catalyst 
requires baking of the fabricated piece 

In our experience the amine catalysts are high 
ly allervenic, and sensitization dermatitis is a 
frequent occurrence. The cutaneous reaction, pre 
dominately affecting the hands, at times the 
forearms, face and neck, comprises a dry, erythe- 
matous eczematous dermatitis. 

The amine catalysts like many amines are 
primary irritants; this and its solubility only in 
a (non-aqueous) solvent interdicts a closed patch 
test with the undiluted catalyst. We have seen 
pronounced primary irritant action from an in- 
advertently performed closed patch test. 

In diagnosis of sensitization dermatitis( clin- 
an open method 


epoxy resins is a 


and dies 


neces 


ical evidence may alone suffice ) 
of patch test is mandatory. 

The patient shown in Fig. 3 had sensitization 
dermatitis. He was exposed to an amine cat- 
alyst--2,4,6, tri-(dimethylaminomethy] )-phenol 
(DMP-30), Epon resin, (Epon 828, Shell Chem- 
ical Company), and a polymer used to accelerate 
the reaction of the two former compounds. One 
drop of each of these substances was separately 
placed on his arm; the excess removed with a 
pledget of cotton; the residue remained on the 
skin. Positive results of these are shown 
in Fig. 3. Similar tests on two normal persons 
were negative. Another method in diagnosis is 
a patch test only with the finished plastic. Work- 
ers we observed who were sensitized to the cat- 
alyst also reacted to the finished plastic. 


tests 


Psychogenic Aspects of Occupational Dermatoses 
JSYCHODYNAMICS and psychosomatic relations in 
diseases have been stressed in the literature as 


inquiry the Portland Cement 
us to the publication: HELZ, 
“Spectrographic Determi- 
Portland Cement.” J. 
Research National Bureau of Standards, 38:439, 
1047. These authors report that chromium was de- 
tected by spectrograph, but not in sufficient quanti- 
ties to warrant detailed study. We were, however, 
informed that since this study showed the presence 
of 0.08% of MnO, and Na,O it can be assumed that 
(manufactured in the United States) studied 


‘In answer to our 
Association referred 
A. W., and SCRIBNER, B, F. 


nation of Minor Elements in 


cement 


by these authors contained chromium in quantities 
less than 0.08% 


well as psychogenic factors in occupational med- 
icine. 

There is little discussion in the literature of 
psychogenic aspects in diseases of the skin of the 
industrial worker. These aspects are discussed 
by Klauder'® and by Hewitt!’ and should be of 
interest to the industrial physician, the industrial 
nurse, and the industrial psychologist. 

Klauder examines the role of suggestion and 
fear of contagion in causing an “epidemic” of 
eruptions, a phobic or near panic state, and dis- 
turbance of morale. An employee with a recur- 
ring disease of the exposed skin is stigmatized, 
placing him in the category of a handicapped 
person and making unlikely employment as a food 
handler. Objectification of the skin and the im- 
portant role it plays in the consciousness is con- 
sidered in relation to the industrial worker and 
the ‘“my-precious-skin” attitude of some female 
workers. Difficulty of interpreting sanitary and 
public health laws yoverning food handlers is 
discussed. In view of the influence of suggestion 
on other workers, and on morale in general, the 
industrial physician, depending upon the nature 
of his people, should not take too lightly the un- 
justified opinion of a worker that an eruption 
is occupational, 

The report by Hewitt is difficult to abstract. 
He makes critical analysis of 80 cases of occupa- 
tional dermatitis in relation to social, occupa- 
tional and emotional factors. He believes that 
some cases of occupational dermatitis are large- 
ly an occupational neurosis. He advises discre- 
tion in handling persons with a cutaneous disease 
and caution in the use of the term “dermatitis,” 
and suggests the possible harm of ill-considered 
recommendation that a man should change his 
job. 

Under the title of “Rehabilitation in Indus- 
trial Dermatoses,” Farner'* discusses certain 
socioeconomic aspects of occupational dermatoses. 
The opinion is expressed that there is a wide- 
spread misuse of industrial insurance as a double 
for health and accident insurance. He refers to 
emotional disturbances arising out of disability 
as “compensationitis,” ‘welfareitis.” He perti- 
nently writes, “Poison ivy in a vacationer does 
not last forever. How long should it last if ac- 
quired in line of duty and declared an occupation- 
al disease?”’ He proposes that physicians refer 
certain workers to the state Division of Voca- 
tional Rehabilitation, as, for example, those with 
a “highly sensitive” skin, with disfiguring der- 
matoses; chronic recurring skin diseases, as atop- 
ic dermatitis. 


Beryllium Dermatoses 
NUMBER of reports of the toxicologic aspects 
of beryllium have appeared in American and 
foreign literature. Beryllium poisoning is now a 
recognized entity. Only mention need be made of 
acute tracheobronchitis and of acute and chronic 
pulmonary berylliosis. 
The toxic action of beryllium and the derma- 
tologic aspects of such are comprehensively dis- 
cussed in the reports of DeNardi et al'® and by 
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Curtis.°”. These authors classify berylliosis of 
the skin as (1) acute dermatitis, (2) beryllium 
ulcer, and (3) cutaneous granuloma. 

Dermatitis occurs as a primary irritant action 
of soluble beryllium salts in sufficient concentra- 
tion and also as a sensitization dermatitis. Con- 
junctivitis and nasopharyngitis frequently ac- 
company dermatitis. The authors describe pri- 
mary irritant dermatitis, usually confined to the 
exposed skin, as numerous small superficial first 
to second degree burns, some of which lesions 
develop into beryllium ulcers. Severe dermatitis 
is presented as moist eczematous dermatitis, es- 
pecially on the hands and forearms. Sensitization 
dermatitis in addition to affecting exposed sur- 
faces, frequently involved the genito-crural re- 
vion and the lower extremities. 

The eruption varied from diffuse papules to 
vesiculopapules to macules and patches of edema- 
ious dermatitis. 

Hypersensitivity to beryllium was demonstrat- 
ed by positive patch test with 1 or 2° solution 
of the soluble beryllium salts which are not irri- 
tants in that dilution. 

Beryllium ulcer is an acute reaction to implan- 
tation of the crystals of the soluble salts of beryl- 
lium at site of break in the skin. Untreated ulcers 
may persist for months. Treatment consists of 
curettage of the ulcer to remove the beryllium 
salt inclusion. 

Chronic beryllium granuloma is a subcutane 
ous nodule appearing one or more months after 
implantation of beryllium phosphor (zine beryl- 
lium silicate) in a skin laceration or puncture 
produced by,a broken fluorescent tube. If un- 
treated central and surface drainage 
eventually develop. A curious feature is the 
microscopic picture of a sarcoid-like granuloma. 

Surgical excision of the granuloma is generally 
advised. Fisher,*! however, reports the disappear- 
ance of a small beryllium granuloma of the 
finger, present for five months, after application 
of boric acid ointment and mobilization of the 
finger for one month. A larger granuloma on an 
adjacent finger which failed to heal after the 
aforementioned treatment, healed after two 
months of treatment with 5° cortisone in oxy- 
cholesterol petrolatum applied topically. 


necrosis 


Anthrax 

PENICILLIN and other antibiotics have displaced 
anti-serum, arsenicals and sulfonilamide com- 

pounds in treatment of anthrax. 

In Holgate and Holman’s study** the average 
dose of penicillin employed in treatment of cu- 
taneous anthrax was three million units. Other 
writers, however, advised as much as five million 
units. LaBoccetta** reports 36 human cases of 
the external type successfully treated with peni- 
cillin. The cutaneous lesions became negative in 
27 or 30. bacteriologically 
three days of penicillin treatment totaling 300,000 
to 600,000 units. 

In in vitro studies of Garrod*4 and of Boger®® 
it was observed that Bacillus anthracis was sensi- 
tive to penicillin, aureomycin, terramycin, strep- 


positive cases after 
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Fig. 4. 

Erysipeloid of eight days’ duration in an abattoir 
worker who cut his thumb while working. This is the 
most common form of infection with Erysipelothrix 
rhusiopathiae in man. Pain, tense swelling, purplish-red 
erythema, and absence of suppuration are distinctive 

features. 


tomycin, chloramphenicol and neomycin. Clarke?" 
successfully treated four cases of anthrax with 
treated 
was 


chloramphenicol, and Gold and 
eight two of which aureomycin 
used; in four, chloramphenicol; and in two, ter 
ramycin. 


cases, 1D 


Erysipeloid 

"THE cutaneous disease that Rosenbach designat- 
ed erysipeloid is now known to be an infection 

caused by Erysipelothrix rhusiopathiae, the or- 

ganism of swine erysipelas. Erysipeloid occurs 

at site of injury, usually the hand (Fig. 4) in 


abattoir workers (from infected swine), retail 
butchers, handlers of dead and live fish, of 
dressed turkeys, scrap meat collectors, fertilizer 
workers, farmers, veterinarians, and others hand- 
ling dead animal matter or decomposing nitro- 
genous substances (habitat of organism). Ery 
sipeloid results in blood stream infection and 
death is rare. 

In Klauder and Rule’s study** penicillin was 
the most effective antibiotic treatment of the ex 
perimental infection of mice. In their report it is 
stated that one million units and less of penicil- 
lin has been observed to be curative in treatment 
of the localized cutaneous form of infection in 
man—erysipeloid of Rosenbach. Larger 
however, like two to three million units are ad 
vised to prevent relapse of the infection, more 
likely to result following smaller dosage. 


doses, 


Bacterial Flora of Human Skin 

JILLSBURY and Kligman*® report a critical re- 
view of the bacteriology and disinfection of the 

skin. Their general rules for the clinical applica- 

tion of their findings should be of interest to all 

who deal with wounds and skin lesions. 
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The flora of the normal skin comprises a num- 
ber of aerobic and anaerobic species. Transient 
organisms include cssentially all microbial species 
of staphyloccus and beta-hemolytic streptococci 
are not true resident organisms, but may be re- 
covered from normal skin and may be derived 
from the upper respiratory tract. These patho- 
vens grow luxuriantly on the diseased skin and 
are recovered from the majority of dermatitic 
skins, at times without clinical evidence of sec- 
ondary infection. 

It is not possible to sterilize the skin. Bacteria 
placed on normal skin die rapidly; the skin has 
intrinsic mechanism for self-sterilization. Inter- 
estingly, going without a bath for a week ap- 
parently does not significantly increase the bac- 
terial population of the skin (Evans et al). 

Infection at site of injury with pathogens is 
not likely from resident organisms, but from ex- 
ternal sources and foci within the body, such as 
nasopharynx or gastrointestinal tract. Pillsbury 
and Kligman advise in treatment of injuries to 
the skin, cleansing with soap and water and not 
necessarily application of antibacterial agents. 
They stress the importance of avoiding irritating 
or sensitizing medicaments (not only in treat- 
ment of injuries, but any dermatoses—verbum 
sap!) since reactions to them encourage patho- 
yenic bacteria. There is evidence that desicca- 
tion of the skin is one phase in self-sterilization ; 
therefore, maintenance of dryness. This is ac- 
complished by exposure to the air (infection from 
air-borne contaminants is not regarded likely), 
avoidance of occlusive dressings, prevention of 
or minimization of sweating. Treat promptly 
first evidence of secondary infection, Of the anti- 
biotics, they regard the combined use of bacitra- 
cin and neomycin as safe, low capacity to sensi- 
tize; a wide enough spectrum to yield satisfac- 
tory results. 


Treatment of Pyodermas 
‘THe advent of new chemotherapeutic agents and 


antibiotics has enhanced treatment of pyo- 
dermas (common pus-forming infections of the 
skin). 

Sulzberger and Baer’s article®! is an excellent 
discussion of treatment of cutaneous pyogenic 
infections. They discuss 18 antibacterial ageats 
for topical use from the following criteria: Wide 
spectrum of effectiveness; low allergenic poten- 
tial; no or very low local primary irritancy or 
local systemic toxicity; not used by systemic ad- 
ministration in event of sensitization so that the 
patient is not deprived of its systemic use (to wit, 
penicillin) ; stability of preparation; acceptance 
to user; and not too expensive. 

In accordance with these criteria they classify 
as excellent and good the following*: Aureomy- 
bacitracin, quinolor® ointment (Squibb), 
sterosan (Geigy, a quinoline derivative), terra- 
mycin, vioform®'’ a quinoline derivative); as 
fair to passing the following: streptomycin, am- 
moniated mercury, boric acid, Burow’s solution, 


cin, 


*Neomycin was not available at time of study. 
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potassium permanganate, precipitated sulphur. 

They discuss in detail the treatment of eight 
common pyodermas and emphasize that treat- 
ment should preserve the inherent and self- 
sterilizing capacity of the skin, through avoid- 
ance of allergenic or irritating medicaments caus- 
ing physical or chemical change. 

It is the consensus that the high incidence of 
sensitization to penicillin and sulfonamides pre- 
cludes their use in topical therapy. An excep- 
tion to a sulfonamide is sodium sulfacetamide or 
sodium sulamyd (Schering). This compound has 
long been used by ophthalmologists as an effec- 
tive bacteriostatic remedy in conjunctivitis and 
corneal injuries. 

Duemling®* studied its antibacterial activity 
and its topical use in 10% in treatment of pri- 
mary bacterial cutaneous infections. The drug 
exhibited an in vitro antibacterial activity 
against a majority of the organisms most com- 
monly found in cutaneous pyogenic infections. 
It was effective in lower concentrations against 
both gram positive and gram negative organisms, 
and its spectrum compared favorably with that 
of a combination of bacitracin and neomycin 
against the organism tested. He reported favor- 
ably treatment of pyogenic infections of the skin 
with sodium sulfacetamide. His studies showed 
no evidence of irritation or sensitization. Our 
experience is comparable to that of Duemling. 

Livingood and associates** report an extensive 
study of in vitro effects of neomycin, terramycin, 
aureomycin, and chloromycetin on strains of bac- 
teria isolated from patients with various types of 
cutaneous pyogenic infections. They state that 
the prevailing opinion is that, in general, baci- 
tracin is a less effective topical therapeutic agent 
for bacterial infections of the skin than aureo- 
mycin, terramycin, and neomycin, and that tyro- 
thricin and gramicidin are inferior to bacitracin. 
Reports of clinical experience in regard to the 
topical use of chloramphenicol, polymyxin B, and 
combinations of antibiotics (tyrothricin and baci- 
tracin, polymyxin B and bacitracin, and neomycin 
and gramicidin) are limited and it is not yet pos- 
sible to define their status. The opinion is ex- 
pressed that it is doubtful that these antibiotics 
and combinations of antibiotics will prove to be 
more effective than neomycin, aureomycin, and 
terramycin except that polymyxin B (especially 
in combination with other antibiotics) should be 
useful in therapeusis of Pseudomonas infections. 

From their studies they conclude that if it is 
not possible to do in vitro tests, on a percentage 
basis for topical therapy, it would seem advisable 
to select (in the order named) neomycin, terra- 
mycin, aureomycin, and bacitracin for hemolytic 
staph. aureus infections; aureomycin, terramy- 
cin, bacitracin, and neomycin for hemolytic 
streptococci infections; and neomycin, terramy- 
cin, aureomycin for gram negative bacillary in- 
fections, although aureomycin is not very effec- 
tive. Chloramphenicol and polymyxin B have been 
omitted from these selections because the experi- 
ence with their topical use has been limited. 

To determine the offending organism and to 
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conduct in vitro tests is not practical as a rou- 
tine procedure. To circumvent these tests, it is 
desirable to use more than one antibiotic and to 
change to others in the event of non-response. It 
is desirable, however, to do in vitro tests in 
treatment of a chronic cutaneous bacterial in- 
fection which has not responded satisfactorily 
after the use of more than one antibiotic. 

In our experience neomycin and also terramy- 
cin can be employed topically with effectiveness 
and safely in most pyogenic infections of the 
skin. 

The use of hexachlorophene (G 11 now in- 
corporated in soap (Dial) and in some non-soap 
detergents, Phisoderm) is advised by Frazier 
and Blank** as an antibacterial agent since it is 
active against the cutaneous flora. 

The rapid bactericidal action of isopropy! alco- 
hol can be combined with the bacteriostatic ac- 
tion of hexachlorophene in the following formula 
intended for such infections as furunculosis or 
folliculitis: hexachlorophene 0.1 gm., cetyl alco- 
hol 0.5 gm., isopropy! alcohol 99°,, 70 cc. distilled 
water q.s. ad 100 cc. For oozing lesions, such as 
impetigo they recommend hexachlorophene 14% 
in an emulsion base (an emollient of the vanish- 
ing cream base). The base could comprise a soft 
paste (to absorb exudation) or water-soluble 
ointment. 


Cortisone and ACTH in Dermatology 

HE status of this therapy is well summarized 

by O’Leary and Erickson*®® and Sulzberger.*® 
O’Leary and Erickson restrict the use of cortisone 
and ACTH to serious or otherwise fatal condi- 
tions, such as pemphigus and lupus erythemato- 
sus; and to self-limiting hypersensitivity reac- 
tions of severe degree unresponsive to more con- 
servative measures, such as acute urticaria, cer- 
tain acute drug eruptions, acute angioneurotic 
edema, acute dermatitis venenata, and erythema 
multiforme. 

We would recommend consideration of short- 
term courses of ACTH or cortisone as of possible 
benefit in treatment of severe instances of the 
following occupational dermatoses: angioneurotic 
edema, beryllium, burns, contact dermatitis, 
urticaria (Case 1), bites of snakes, insects and 
spiders. 

Of the dermatoses listed by Sulzberger in 
which topical applications of hydrocortisone are 
of benefit, only one is of occupational origin, 
namely, contact-type allergic eczematous derma- 
titis. In our experience the routine use of topical- 
ly applied hydrocortisone in contact dermatitis 
is unnecessary, indeed, not practical in considera- 
tion of the expense. We reserve its use for selected 
‘ases. The base in which hydrocortisone is in- 
corporated is important. Emollient creams are 
more desirable; carbowax base is objectional if 
the dermatitis has a vesicular element. 

In the study of Eskind et al*? 79 patients with 
Rhus dermatitis of varying degrees of severity 
were treated with topical hydrocortisone or a 
similar appearing topical placebo. Patients 
treated with hydrocortisone showed no greater 
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beneficial effect than did placebo therapy. The 
exceptions were four patients with severe der- 
matitis who showed excellent response. 


Textbooks and Journals on Occupational Dermatoses 
“HE recent German text by Carrie®* comprises 
179 pages and 288 references. There are no 
photographs and no description of manufacturing 
processes. The first 14 pages are devoted to cri- 
teria of diagnosis. Occupational diseases of the 
skin are discussed under 10 main headings, such 
as, infections of the skin, (parasitic, pyogenic, 
virus), reaction to chemical and physical agents. 
A useful part is the list of several hundred chem- 
ical and other substances with the concentration 
to be used in patch tests. 

We know of only a few other similar lists of 
concentrations available in English—the texts 
of Sulzberger®® and of Urbach* on allergy, in 
Bettley’s text (1949 British) on dermatology, and 
Schwartz."! The concentration given in these 
lists is supposed to represent that concentration 
to which the “normal” skin does not react. We 
regard many of the given concentrations as 
borderline. A positive patch test to these con- 
centrations does not necessarily connote an al- 
lergic reaction. In actual use we believe it desira- 
ble to decrease these concentrations one-half. 

The recent French text by Gougerot and Car- 
teaud’? is a more comprehensive discussion of 
occupational dermatoses. It comprises 348 pages, 
a sparing number of photographs, and many ref- 
erences. In Part I the dermatoses are recorded 
and discussion is made of the occupation con- 
cerned, Part 2 enumerates the occupations (32 
main headings) and discusses the dermatoses 
arising therefrom. French laws relating to oc- 
cupational diseases are presented. An interesting 
part is the listing of several hundred chemical, 
physical, and biologic causal agents; the cutane- 
ous reactions they cause; and the occupations 
concerned. 

The text by Ronchese* is a remarkable array, 
with excellent photographs, of all occupational 
marks (invariably on the skin, especially the 
hands), so-called stigmas. The text smacks of 
Sherlock Holmes who wrote, “The great unob- 
servant—-who could hardly tell a weaver by his 
tooth, or a compositor by his left thumb.’’** 

The text by Schwartz, Tulipan and Peck* and 
the one by R. Prosser White*® (now out of print) 
still remain the most comprehensive texts of oc- 
cupational dermatoses. The text by White, de- 
spite publication in 1934, is still useful. These 
two texts describe manufacturing processes and 
their cutaneous hazards. They contain fine photo- 
graphs and extensive bibliography. 

Reference should be made to the two-volume 
“Occupation and Health” and its supplement.‘ 
There is considerable discussion of occupational 
dermatoses in these volumes (now out of print). 
Despite publication in 1930, 1934 and 1938, these 
books are an excellent source of reference. 

Another source of reference is Bonnevie’s'® 
text on eczema in which are discussed eczemato- 
genous noxa, many of which comprise occupa- 
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tional exposure. For example, there are 147 pages 
of discussion of metals. 

There is only one journal devoted to occupa- 
tional dermatoses, namely, the German publica- 
tion, Berufdermatosen, now in its third year. 

(1934 Spruce Street, Philadelphia.) 

(104 East 40th Street, New York.) 
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ND if there be an opportunity of serving a stranger in financial straits, give full 
A assistance to all such. For where there is love of man, there is also love of the art. 
For some patients, though conscious that their condition is perilous, recover their health 
simply through their contentment with the goodness of the physician. And it is well to 
superintend the sick to make them well, to care for the healthy to keep them well, but 


also to care for one’s own self, so as to observe what is seemly.” 


Aphorisms of Hippocrates, quote in J.A.M.A 


(Tonics and Sedatives), December 4, 1954. 
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EXPERIENCES IN A CARDIAC WORK CLASSIFICATION UNIT 
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CREENING studies of the “normal” population, 

many conducted by industry and life insur- 
ance companies, have brought to light the in- 
teresting fact that there are great numbers of 
persons with heart disease (often with surpris- 
ing degrees of pathology') successfully em- 
ployed.-".* During the recent war many Ameri- 
can industries liberalized their physical selection 
criteria for employment because of manpower 
shortages. Experience with cardiacs was mostly 
favorable. It was found that the cardiac was 
often more efficient, neld onto his job longer, and 
had less absenteeism than other workers. 

For the most part persons who know they 
have an impairment of the heart want employ- 
ment if they can be assured it will not harm them. 
Many take it without that assurance. Progressive 
industry is open-minded and the social-economic 
structure of the country has an obvious interest 
in productive employment of the handicapped. 
All alike look to medicine for technical guidance. 

The Cardiac Work Classification Unit is in a 
sense a response to that need. Its development 
and organization have been well described else- 
where.® 

It was clearly recognized when our Unit was 
organized at University Hospital in 1951 that 
there was as yet little factual knowledge upon 
which to select (or classify) cardiacs for employ- 
ment. Not much is known about the exact effect 
of the various definable stresses and strains of 
life upon the natural course of disease. The con- 
cept of natural course® in relation to the study of 
chronic disease is fundamental, and it seemed to 
us that this was one of the more important re- 
maining frontiers of clinical cardiology deserv- 
ing of the research facilities of a teaching hos- 
pital center. 

The present report is the first analysis of our 
experiences at the hospital. It covers approxi- 
mately two years of exploration. We* were anx- 
ious to learn at this time whether our methods, 
and especially our records, will contribute even- 
tually the information we are seeking. 


Presented at the Section on Heart Disease in Industry of 
the Thirty Ninth Annual Meeting of the INDUSTRIAL Mepical 


ASS0CIATION, April 29, 1954, Chicago 
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Methods 
THE source of patient referral is an important 
index of the kind of human material studied. 
Our sources, in approximate order of frequence, 
were General Cardiac Clinic, University Hos- 
pital; other clinics (peripheral vascular), Uni- 
versity Hospital; other voluntary hospitals; pri- 
vate and industrial physicians; State Division of 
Vocational Rehabilitation; State Employment 
Service. To the selection factors implicit in the 
sources of referral, we have added nly two 
others: (1) the patient must have organic heart 
disease, and (2) he must have a work problem, 

The Unit operated as a specialty clinic in ac- 
cord with accepted ethics regulating medical con- 
sultation. We had access to earlier medical infor- 
mation and have tried meticulously, and as soon 
as possible, to supply qualified persons with a re- 
port of our findings and opinion. This aspect is 
worthy of emphasis success of a 
Unit is closely dependent upon patient coopera- 
tion, which in turn is greatly influenced by other 
medical and paramedical advisers. It is obvious 
that controversy and disharmony are at least as 
fatal an error in patient management in this field 
as they are in the sick room. 

Work-up of an individual patient who regis- 
tered in the clinic was pursued independently by 
the Medical Social Worker, Vocational Counselor 
and Cardiologist until each was satisfied with his 
complete command of available facts. 


because the 


A well organized unit depends heavily upon co 
operative integration of many skills. These were 
generously supplied by the immediate staff of the 
Unit, which included pR. 8. CHARLES FRANCO, MISS 
MARGARET BARRY, Vocational Counselor, and MISS 
ESME DAVIS, Medical Social Worker. The medical and 
staff of University Hospital have been 
called upon freely. We are especially indebted to 
DR. JOHN SCANLON, Neuropsychiatrist, and 
CHARLES A. POINDEXTER, Chief of the General Cardiac 
Clinic. The work was supported financially by the 
New York Heart Association and generously en- 
couraged and advised by its Cardiacs in Industry 
Committee (DR. NORMAN PLUMMER, Chairman), and 
its Director of Services, MISS HELEN 
SHAUGHNESSEY. 
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Chart |. 
A diagram which graphically summarizes the diagnostic 
study considered basic to any individual case study. 
The seat of the three-legged stool is the diagnosis 
which is here shown to be derived and supported by 
equal efforts of cardiologist, medical social worker 
and occupational counselor, the three "specialists" 
who pool their skills in a well organized Cardiac Work 
Classification Unit. 


Data from three sources were shared and in- 
tegrated to form a combined diagnostic impres- 
sion. This allowed much more emphasis on en- 
vironmental, social and occupational facets than 
otherwise would be possible. Diagnoses were 
highly detailed and personalized. It was soon 
found, for instance, that study of the cardio- 
vascular system alone did not suffice. As will be 
shown, defects in other systems can often do 
more to obstruct successful employment than the 
heart disease upon which attention was primarily 
focused, 

Our concept of a successful Work Classification 
Unit diagnosis may be likened to a three-legged 
stool (Chart 1). The seat of this stool is the diag- 
nosis we are talking about. If it can be expected 
to bear the weight of a successful work prescrip- 
tion, it must be supported by sturdy legs. 

One leg is knowledge of social environment, 
obtained by a developmental inquiry into family 
background, education, housing, and motivation. 
The maze of interlocking social agencies in a large 
city may in themselves require professional guid- 
ance. 

Another leg is knowledge of vocational and 
avocational environment, From it came our data 
on individual “assets” and “liabilities” as a can- 
didate for competitive employment. 

Last but not least is the medical evaluation. 
In arriving at a medical opinion, we emphasized 
a fresh and complete restudy of each case, 
planned to verify and expand data supplied to us 
at the time of registration. We relied heavily on 
a detailed medical history, augmented objectively 
by physical examination and clinical laboratory 
examinations. 

The cardiologist must provide medical guid- 
ance and coordination to the staff of the Unit. He 
is therefore well advised personally to familiarize 
himself to some degree with environmental fac- 
tors during his direct contact with the patient. 

The medical criteria for cardiac diagnosis for- 
mulated by the New York Heart Association 
were used.? The functional and therapeutic divi- 
sions of diagnosis were readily adapted to our 


present purposes. They formed an_ excellent 
familiar outline which was easily expanded to in- 
clude as much detail as was needed for practical 
guidance in formulation of a work prescription. 

We have come to call the Work Classification 
Unit plan, or advice to a given patient, a “work 
prescription” to emphasize its therapeutic an- 
alogy to other kinds of medical treatment. Each 
plan evolved included a detailed definition of ac- 
tivity level. Thereafter any job considered possi- 
ble for that patient was carefully analyzed and 
its physical and emotional demands compared 
with the recorded model. 

As soon as the staff were agreed on a diagnosis 
and plan, the patient was informed and necessary 
medical reports were sent out. 

What happened thereafter was part of the fol- 
low-up study to determine the patient’s course. 
In each case there was an immediate period of 
varying length and difficulty during which all 
possible effort was expended to put the group 
plan into practice. This we called the Period of 
Implementation, to distinguish it from later more 
settled periods. The plan itself had to be “sold” 
to the patient and those around him. Various 
mechanisms, such as aptitude and intelligence 
testing, vocational counseling and training, in- 
cluding sheltered workshops, were used when in- 
dicated; and problems of housing and transpor- 
tation met. The ultimate goal for each case was 
individualized in as simple and practical a way 
as could be. The patient was encouraged on each 
contact to accept and stay within his physical 
and emotional limitations and to develop health- 
ful self-reliance. No job placement was considered 
a success if tenure depended upon employer 
charity. The cardiac was always encouraged to 
expect the same employer attitudes and to be at 
least as productive as an un-handicapped per- 
son on the same job. 

Whenever possible, we have preferred to re- 
turn patients to familiar employment and former 
employers. There are obvious social and economic 
advantages. Furthermore, it is well known that 
when activities are repeated often, they can be 
done with less energy and less emotional outlay. 


Results 
E HAVE now processed 126 patients at Uni- 
versity Hospital. 

In Chart 2, we have represented the age group 
incidence in decades, according to the etiological 
diagnosis and functional classification. We found 
three main etiologies. The use of the term “‘de- 
generative heart disease” (red) is all inclusive. 
We do not of course know the true etiology of 
this group. Various people classify differently as 
arteriosclerotic heart disease, coronary sclerosis, 
and hypertensive cardiovascular disease. These 
various categories of degenerative heart disease 
are important to the understanding of an indi- 
vidual case. However, in this study, we did not 
separate. Approximately two-thirds in each dec- 
ade had either one or more myocardial infare- 
tions or gave evidence of coronary artery disease 
by a well developed angina pectoris syndrome. 
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Degenerative Heart Disease 


Classification 


Class I 


Degenerative Heart Disease 59 


25 Rheumatic Heart Disease 44 
Class Il Congenital Heart Disease 

No Heart Disease 4 

Class III Total Patients 126 


Rheumatic Heart 
Disease 


15 


Incidence 


10pm 

4 Congenital Heart 

Disease 

S NS 

WSN S 

2nd 3rd 4th Sth 6th 2nd 3rd 5th 4th 
Decades 
Chart 2. 


One hundred twenty-six patients studied during two years at University 
Hospital Work Classification Unit according to age (by decade) and 


etiology of heart disease. 


Many in the other third would, we know, also 
show coronary artery disease at autopsy. 

Each decade was divided according to fune- 
tional capacity (III on extreme left). This is the 
best indication of severity and of course has a 
direct bearing upon the difficulty in handling a 
given case and the result. 

The case load fell chiefly within the adult ages 
of productive employment and the age distribu- 
tion by etiology was expected. The youngest reg- 
istered patient was 15, the oldest 74. We like to 
start working and planning with youthful pa- 
tients as early as possible. 

We have accepted young rheumatics from the 
Childrens Cardiac Clinic at Bellevue and Division 
of Vocational Rehabilitation as soon as medical 
evidence of activity is believed to have subsided. 
Thus far, in 44 cases we have seen only one re- 
lapse. 

The increased registration of rheumatic heart 
disease in the lower decades is partially due to 
the natural incidence of the disease but it is also 
loaded by selective factors of case registration. 
It is an accepted fact that the incidence and 
prognosis of rheumatic heart disease are improv- 
ing.” In part, this seeming improvement may 
be due to the fact that earlier studies®'! included 
mostly severe cases treated in late stages. Num- 
erous cases with minimal damage and close to 
normal life expectancy were not included. These 
are the ones found on preplacement, periodic, 
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and life insurance examinations. 
= Prophylaxis and treatment of 
4 rheumatic fever itself have been 
= notably improved by antibiotics, 
= cortisone and ACTH. Modern 
treatment is revolutionizing our 
older concepts of prognosis. We 
can now assume that when a 
rheumatic fever patient reaches 
the age of employability with 
Class I or II functional capacity, 
he has a good chance of employ- 
ability into the years of later 
maturity. Often but not always 
his functional capacity can be 
expected progressively to de- 
crease, A successful vocational 
plan takes this into considera 
tion. 
Among our 44 patients with 
rheumatic heart disease, we have 


ij 


three individuals who have had 
mitral valve commissurotomy. 
ee They have each exhibited inter 
NB esting psychological problems as 
sociated with reversion from 
NS Class III or IV functional capa 
NS city to Lor II, 


We have had only nine cases 
with congenital anomalies of the 
heart. Medical attitude toward 
these patients is changing rapid- 
ly. Surgical treatment is salvayg 
ing individuals who can now be 
come productive citizens. This 
was illustrated by one of our patients, a young 
woman of 19, who has had a successful operation 
for tetralogy of Fallot. Such education as she has 
had, and that is very little indeed, has been given 
her by home instruction. She has an added organ 
ic handicap, bilateral deafness and speech defect 
from mastoiditis. Her preparation for employ 
ment must include speech training, hearing aid, 
cultural and trade school types of education, and, 
last but not least, improvement of her social at- 
titudes. 

More information is now available on the na 
tural life history of the degenerative forms of 
heart disease. Well documented cases are being 
reported on individuals who have survived 20 and 
30 years well into the age periods of normal re- 
tirement. Recently, the 20-year experience at 
Michael Reese Hospital in Chicago was report- 
ed.'' The authors concluded that a patient who 
survived the first two months after infarction and 
retained Class I cardiac function has a three-to- 
one chance of dying of either a subsequent myo 
cardial infarction, or some other form of vascular 
accident, such as a stroke. Only 17% died of 
congestive heart failure; 10° died of unrelated 
non-cardiac conditions. 

Despite all precautions, 14 cases without heart 
disease were seen (Chart 3). Fourteen patients 
amount to 11°, which is fewer than others have 
reported.'* Five of these (cases 9-14, inclusive) 
had peripheral vascular disease and were known 


nh 6th 7th 4th 


: 
30 
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No HEART DISEASE 


Problem—5 Patients 
Diagnostic Problem—4 


Peripheral Vas. Dis 4 


14 Patients latrogenic 
Patients 


Patients 


HCVD 1 Patient 

V.A 49 Yrs. Labile False Angina: Obesity 
Two Years Invalid 

2 AA M 320 Yre. Functional Heart Murmur, Alternate 
Periods Welfare Aid 

RM M 44 Yra. Hyperventilation Syndrome vs. Infare 
tion. HKeeent. Eleetrician 

M 64 Yre. Hyperventilation Syndrome va. Itnfare- 
tion eight months. Kigger 

5 OG M Yrs Paycho-Asthenia, Heart Murmur. Wel 
fare Aid 

6. VW F 19 Yrs. Funetional Heart Murmur. Claim for 
Easier Job 

7. BK M 22 Yrs. Functional Heart Murmur. IMD Re- 
ferral. Early Delinquency Reeord 

, K.W M 44 Yrs. Heat Prostration Pipefitter Three 
Months Medical Leave. IMD Referral 

JD M 64 Yre Idiopathic Acute Pericarditis, Medical 
Leave Six Weeks, Pensioned 

10, OR M 44% Yre. T.A.O. Both Hands. Puerto Rican, Six 
Months Training. Language 

Ww.K M 70 Yrs A.8.0. Lowers. Senility. Longshoreman 

iz. J.P M 61 Yre. A.S.O. Lowers. Amputation. Illiterate 
Italian Laborer 

14. J.H M 61 Yre. A.S.O. Lowers. Roofer, Electrician Sea 
sonal 

14. M 22 Yrs. HCVD. Paranoid Psychopath. Aptitude 


Testing Refused 


Chart 3. 
A list of patients without organic heart disease with 
brief description which was amplified in the text. The 
kinds of differential errors in diagnosis in the first nine 
cases listed from above downward illustrate some of 
the mechanisms leading to so-called iatrogenic heart 
disease, The remaining five below were admitted as 
circulatory problems with cardiac complications from 
the Periphera! Vascular and Hypertension Clinics of 
University Hospital, respectively. The inclusion of nine 
cases out of 126 studied illustrates the importance of 
careful restudy in the Unit. Each patient was be- 
lieved on acceptable medical authority to have heart 
disease when registered. An error in diagnosis need 
not necessarily create a cardiac neurosis, and had 
not in four of these instances. 


to have no cardiac complication when admitted. 

The first case (Chart 3) was an excellent illus- 
tration of iatrogenic heart She had a 
markedly labile blood pressure with false angina 
and no cardiac enlargement or other sign of vas- 
cular disease, She had nurtured her fancied ill- 
ness for over two years with medical compliance 
and had found it so useful a weapon on her hus- 
band and his mother that although she is back 
working, she is still reluctant to give it up en- 
tirely. The psychiatrist was very helpful. 

Diagnostic errors do not need to lead to iatro- 
genic disability and, in four cases, apparently 
had not yet done so. 

In reviewing our experience in cardiac work 
classification, we decided we would like to know 
something about and failure. The line 
dividing success from failure is not always clear 
cut or final. What we have to report now is not 
the final story. Progress toward an ultimate goal 
has often been slow and irregular, and is never 
finished while the case remains active. 

Our present criterion for success in a given 
case is whether we have made a positive contribu- 
tion toward a productive normal life. Job place- 
ment is not an end in itself and is not the sole 


disease. 


SUCCESS 


26 


criterion for success. If, as has happened in our 
experience, a cardiac ignores medical advice and 
continues employment or other environmental 
conditions which we believe bad for him, we 
count it a failure. An individual who applies him- 
self to a course of training which will clearly 
lead to well paid employment with low stress de- 
mands was a success. 

In Chart 4 we show a synopsis of our “success” 
to date. Some of these people were working; some 
were not; a few were dead. For our total group 
of 112 patients with cardiac disease, we rated 
ourselves slightly better than 55% successful. 
The experience varied somewhat in different dec- 
ades. In general it tended to decrease in the later 
age groups. Some of the reasons for this will be 
more apparent shortly when we examine our 
failures. 

Mechanisms of implementation found success- 
ful in the different age groups were of interest. 
None of our patients under 20 had any employ- 
able skills or much idea of how he wanted to 
earn a living. Natural inclinations were solicited 
and balanced with aptitude testing and training 
calculated to make maximum use of each indi- 
vidual’s capacity and resources. 

As an individual matures, his aptitudes tend to 
declare themselves and formal testing was less 
necessary. Aptitude testing was used in only one 
individual over age 40. Need for formal training 
indicates a rather radical change of employment. 
We avoided this as much as possible, particularly 


STupy OF SUCCESSFUL IMPLEMENTATION 
(By Age Group) 


SECOND DECADE (10 Patients 67%) 
Aptitude Test and Training—10 Patients 
(5 months-4 Years) 

THIRD DECADE (10 Patients 
Aptitude Test and Training—7 
(8-12 Months; One Longer) 
Submitted Plan Approved—3 


(100%) 


56%) 


Patients (70%) 


Patients 


FOURTH DECADE (7 Patients 67%) 
Aptitude Test and Training—2 Patients (30%) 
(2 Months-2% Years) 

Training (without testing)—2 Patients 
(2-10 Months) 

Sheltered Workshop—1 Patient 

(4 Months) 

Classification Reassignment—2 Patients 

FIFTH DECADE (12 Patients 57%) 
Training Patients (2-6 Months) 
Classification Placement —3 Patients 
Classification Return—5 Patients 
Classification Sheltered Return—-1 Patient 


(2 Months) 

SIXTH DECADE (15 Patients 
Aptitude Test and Training—1 
(2 Months) 

Sheltered Workshop—2 Patients 

Reassignment —6 
Classification Return—5 Patients 
Training--1 Patient (7 Weeks) 

SEVENTH AND EIGHTH DECADES (7 Patients 

Return—4 Patients 

Reassignment—3 Patients 


44%) 
Patient 


Classification Patients 


44%) 
Classification 
Classification 


Chart 4. 
After diagnosis and formulation of a ‘work prescrip- 
tion’ it may take time and variable degrees and 
kinds of effort to implement the plan. Useful mechan- 
isms were here summarized for each age group. The 
objective with each patient was to utilize his skills to 
find and hold on his own merit a job in competitive in- 
dustry which will be within his physical capacities. 
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in older individuals. A complete change of occu- 
pation was effected sometimes without formal re- 
training. The sheltered workshop can be employed 
with benefit in many cases who have been unem- 
ployed for long periods or have lost self-confi- 
dence as a result of illness. Only large cities have 
well established sheltered workshops staffed with 
doctors and nurses, but this need not interfere. 
It is possible to improvise. This was illustrated 
by the case of a dentist sent to us recently. He 
was a man of 56 with minimal mitral stenosis 
(Class I) who, one month after the onset of 
auricular fibrillation over three years ago, de- 
veloped left hemiplegia. He had fine medical care 
followed by excellent supervision in one of our 
best neurological centers. He retained his mental 
faculties and recovered full use of his left leg 
and all but about 10° of his left hand. He was 
right-handed. There was no obvious reason why 
he could not do most of the procedures of den- 
tistry, yet he remained unemployed. We solved 
his difficulty by enlisting the interest of the Dean 
of the dental school from which he graduated 
many years ayo. The Dean successfully simulated 
sheltered workshop conditions in the teaching 
clinic. Our patient rapidly regained confidence 
and reopened his private dental office. 

In the sixth, seventh and eighth decades, our 
success experience fell below 50°, (Chart 4), and, 
while numbers involved are possibly too small 
for final decision, it seems reasonable to say at 
this point that cases registered at these ages 
could be more carefully screened from the point 
of view of employability based upon criteria 
other than their disease. 

Unfortunately, many individuals in all 
ades may show a defective attitude regarding 
their disease. Employers cannot be expected to 
employ a handicapped person because of his dis- 
ease. Further, cardiacs do not have crutches or 
wheel chairs visibly to dramatize their handicap. 

In Chart 5 we list our “failures.”” There were 50 
patients, or over 45° of 112 cardiacs. At the 
bottom of the chart we show the total percentage 
of failure in each group and the figures to the 
right indicate the number of cases in each decade 
where failure was attributed to the cause or con- 
dition listed on the left. 

Non-cardiac disability was our greatest diffi- 
culty, and neuropsychiatric disorder was far in 
the lead. 

Other non-cardiac disability has included deaf- 
ness, hemiplegia, shoulder-hand syndrome, skin 
diseases. None of these was listed because in each 
the added handicap was successfully surmounted 
except for partial blindness in.one woman needle 
worker aged 65. 

In contrast to our unfavorable neuropsychiatric 
experience, unsurmountable cardiac disability 
was one-third as important. Three individuals, 
on the basis of our study, were considered too ill 
to work at all and advised not to seek employ- 
ment. Two are known to have died of their dis- 
ease within the year, and the third is believed 
to be dead although we have not been able to 
verify this. A fourth patient came to us before 


dec- 
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ANALYSIS OF FAILURES 


(50 Patients 15.6.) 


of Patients 
th 


Decade Number 
2nd Srd 4th Sth 6th 

Paychopathy 1 
Personality 

Defect 
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Alibi 1 
Trends 


Age by 
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Neuro- Psychiatrie Cardine 
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36%) 


Paranoid 

Mental 

Deterioration 

Aleohol 1 

Job Prestige 1 
Anxiety 

Neurosis 2 2 
Visual Defect 
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2 Died 2 1 
Deferred for 


Rheumatic 
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Disability 


12%) 
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farction not 
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Employee Refused 
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! 
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Appre 
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Working) 


Family 
hension 
LMD Appre 
hension 
Employer Appre 

hension 
Alternate Accep 

table Private 

Source 2 
Public Welfare 

Aid 
Skill Re 
duced Carding 


Motiva- 


Patients 


Economic 
tion (6 
12%) 


Low 


dob 
Patients 


Placement (4 
8%) 
Funetion 
Union Seniority 
Rules 


Pereentave of Failure by Decade 44 44 43 48 41 


Chart 5 
An analysis of what were considered unsuccessful were 
classified according to the estimated dominant block. 
Neuropsychological difficulty leads all other causes 
for failure, illustrating that reaction to disease may 
be more important than the disease. Cardiac disability 
was the second largest group, includes patients be 
lieved to be too ill or with too brief life expectancy for 
any form of employment. 


he was fully convalesced from his first myocardial 
infarction; he died of a second one between the 
time we examined him and the date set for his 
return to the clinic. A fifth died after his first 
visit to the clinic before his diagnosis and clas 
sification were completed, On data available, we 
believe he was unemployable. 

The second largest cause of failure after non- 
cardiac disability was non-acceptance of Work 
Classification Unit guidance; in other words, we 
failed to sell our ideas to these individuals. Seven 
of them are now working; five at their former 
jobs which we believe are considerably less than 
optimum. Two others were refused reclassifica- 


tion and withdrew when refused expensive 


courses of training for positions beyond their 
abilities. 


Var 
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An occasional patient “shops” medically until 
he vets the “right kind” of medical certificate. 
We have two of those, one of whom insisted on 
going back to work as a rigger, the other to heavy 
trucking. 

Sometimes family anxieties were so acute that 
members of the group insisted on supporting an 
employable cardiac. They believed that the pa- 


tient would live longer, or there were other 
sociological reasons. 
Sometimes our advice did not coincide with 


that of the private physician. 

In only one instance have we listed employer 
apprehension as a cause for failure. This case 
illustrates another complication that can arise 
when doctors become over-protective. This wom- 
an was 43 years of age. She had a long standing 
mitral] which had not prevented one 
normal pregnancy and delivery; also, she had 
worked 24 years as a clerk in the office of a large 
company. One morning in December, 1952, she 
awoke to find numbness and coldness of her left 
foot. She went to work and reported to the in- 
dustrial physician. He immediately recognized 
that one of her peripheral arteries had been oc- 
cluded by embolus and sent her to one of our 
hospital associates interested in peripheral vas- 
cular diseases. After two or three weeks on anti- 
coagulants in an oscillating bed, she made an ex- 
cellent local circulatory recovery and should have 
gone back to work. Unfortunately, she was en- 
titled to nine months accrued medical benefits, 
so her physician prescribed nine months of rest 
and sent in the required certificates of disability. 
In September, 1953, when the nine months were 
over, her employer refused to believe she had re- 
covered enough to come back to work. Thus, de- 
spite her exceptional work record and her loyalty 
to company associates, she lost her job. Thus far, 
certificates from the private physician and from 
us have not persuaded the employer to change his 
mind. This woman is married and does not need 
the money but she has always worked and is find- 
ing it difficult to adjust to inactivity. We think 
she should work and will be easy to place if she 
decides to try a different employer. 

Sometimes an individual takes ill and dis- 
covers that his wife or children are able and 
willing to support him. The chronic illness salves 
a not overly robust self-respect and he continues 
on without work indefinitely. We have seen the 
same reaction to various forms of public welfare 
aid. The incidence in our series was smaller than 
it might be in a charity hospital clinic. One of 
these individuals, for instance, was an unskilled 
laborer with seven children and a wife. He could 
never hope to command a job which would match 
his family income under City relief. 

The small size of the last group in Chart 5 is of 
special interest and a tribute to the efficiency of 
our vocational counselor. There were only three 
patients with whom there was a flat dead-end 
failure to find employment because of a combina- 
tion of low-level skills plus low-level cardiac func- 
tion (all Class Il). Two were piano movers; the 
third had done the hardest kind of outdoor 


stenosis 


manual labor all his life. One was a completely 
illiterate native-born American; another had a 
foreign language difficulty, and in all three we 
have not been able yet to figure out anything that 
they could do for which anyone would be willing 
to pay them a living wage. 

Chart 6 lists our mortality figures. There were 
10 patients who died, which is 8%; if, as seems 
fair, we included only those who were originally 
considered employable, the number was reduced 
to under 5%. 

The first two need no comment. They were un- 
employable. The third died after his first clinic 
visit before diagnosis was completed. The fourth 
was not classified pending completion of con- 
valescence—he died of a second infarction. 

Nos. 5 and 6 (Chart 6) seem to act as mutual 
controls for each other and illustrate basic con- 
cept of natural disease course. The primary 
problem in each individual was cerebral arterial 
disease. In each, the cardiac impairment was less 
severe than the cerebral. Each had had a cerebral 
accident—six months and a year earlier, respec- 
tively. No. 5 was a self-employed bootblack. No. 
6 was a pharmacist. The bootblack followed our 
advice, overcoming family and private physician 
opposition, and went back to his job which was 
modified in a number of ways to reduce stress 
and strain. He rapidly became happy and con- 
tented, but he died a year later of a second stroke. 
The pharmacist had some residual hemiplegia. 
His blood pressure levels and signs of vascular 
deterioration were more marked than were those 
of the bootblack. He was offered a job in a small 
non-commercial pharmacy where he could do ac- 


DEATHS 
Total Incidence—10 Patients (of 126—8%) 
Incidence Among Employable—6 Patients 


(of 126—5%) 
aa - M 44 Yrs. HCVD. Severe EH. Angina Pectoris. 
One and three-fourths Years De- 
bility. 111D Unemployable. 
2. LM. M 39 Yrs. RHD. Inactive EH. AS.ALAF. CHF 


Five Months. 111D Unemployable. 

ASHD. Al. RST. 1117 Classification In- 
complete. 

ASH. Post-Infarction 
Angina Pectoris Not 
111D (Temporary). 
farction. 

HCVD. LVH. CVA. Six Months. 
Worked One Year. Died CVA. 
HCVD. LVH. CVA. One Year Left 
Hemiplegia. Anxiety. Brief Work 

Trial. Died CVA. One Year. 

RHD. Inactive. EH.AI.MI-MS.AF. 111C. 
Train Drafting. Sudden Death One 
Year. 

RHD. Inactive. EH.Al. SBE (Cured). 
111C, Train Clerk Eight Months. 
Sudden Death Six Months on Job. 

FEH.AS.-AL. RSR. Angina Peetoris. 11C. 
Worked Two Years. Died Second 
Attack CHF. 

ASHD. Post-Infarction One and a half 
Years. IB. Drove Taxi Against Ad- 
viee. Second Infarction in Bed. 
Died in Hospital. 


J.W 


= 


Four Months 
Stabilized. 
Second In- 


10 CR M 39 Yrs. 


Chart 6. 
A summary of the deaths that have occurred among 
all registered patients, both employable and unem- 
ployable. 
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customed work at his own pace. He refused. He 
too died a year later of a second stroke. 

No. 7 was a promising young man of 26 with 
rheumatic heart disease who died a year after he 
was first seen. The year had been spent learning 
to be a draftsman. There was no sign of deteri- 
oration during this year but he died suddenly, 
just before starting on his first job. 

No. 8 is the only one thus far who has actually 
died while on the job premises. He also died sud- 
denly without warning. He had completed 14 
months of successful experience since we first 
saw him. He had a free aortic insufficiency and 
had been treated successfully for subacute bac- 
terial endocarditis. Unfortunately, we do not 
have an autopsy. 

No. 9 is a failure in medical supervision. He 
was one of our first clients, a skilled artisan who 
enjoyed his work and came to the clinic only to 
please his wife. As an old and valued employee, 
it was possible to arrange minor modifications 
in his job to suit his functional capacity. He 
worked over two years but we were never able 
to get him back to the clinic. He was admitted 
to University Hospital twice for congestive heart 
failure before he died. He might or might not 
have done better if he had submitted to medical 
supervision. 

No. 10 is an example, among other things, of 
the inaccuracy of prognosis in an individual case. 
This taxi driver did not follow our advice so | 
suspect we do not need take any responsibility 
for his death. However, we frankly did not an- 
ticipate an early death. He came to us with a 
documented record of a posterior wall infarction 
one and a half years earlier. When we saw him, 
he had a normal electrocardiogram, normal blood 
pressure, no cardiac enlargement, and norma! 
vascular findings. He was able to engage in stren- 
uous levels of activity without symptoms, and 
his double Masters test was negative. Neverthe- 
less, approximately two months later he had a 
second more severe myocardial infarction with 
onset in bed at home and death a few days later 
in the hospital. 


Conclusion 

HERE are certain obvious lessons to be learned 

from our relatively brief experience in operat- 
ing a Work Classification Unit. 

We believe the chief principle in such a Unit 
is its emphasis on the patient as an individual 
who merits a careful and complete study as a 
whole. This concept has rather gone out of date 
in this age of specialization. We have to re-learn 
well known facts; high on the list, that one must 
treat an individual person and not his disease. 

The Work Classification Unit staff might per- 
haps be defined as a product of our own genera- 
tion of specialization. It is a gathering together 
of specialists who pool their combined skills to 
find an answer to each patient’s problem. The 
same end can be, and is, daily accomplished by 
physicians in private practice and by those em- 
ployed in industry. The physician in industry is 
in a highly favored position and can with benefit 
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familiarize himself with the simple techniques 
involved. If he does not wish to assume the en- 
tire responsibility, the nearest Work Classifica- 
tion Unit should recommend itself to him as a 
specially qualified source of impartial advice. 

In our experience, increasing severity of heart 
disease as measured by lowered functional capa- 
city may make the individual problem more diffi- 
cult to solve but it does not, other things being 
equal, block a favorable result as often as ex- 
pected. The cause of failure was rarely heart 
disease; was instead a factor which would prob- 
ably have made the same individual unemploy- 
able without his heart disease. 

We believe but cannot prove that persons with 
heart disease under optimum medical manage- 
ment can work safely. Perhaps work has not the 
universally baleful effect most people, medical as 
well as non-professional, assume. If one follows 
workmen’s compensation reports of cardiac 
awards, this assumption looms very large indeed. 
Recently, epidemiological reports by Morris ef 
al,'* on the incidence and severity of heart dis- 
ease among large numbers of transport workers, 
civil servants and postal workers in England 
came to a refreshingly revolutionary conclusion. 
They found that physical workers had less heart 
disease and heart disease of less severity than 
desk workers. 

The Morris reports are not conclusive, as the 
authors clearly recognized. Physical expenditure 
is only one factor, and what happens outside of 
working hours we believe has at least as impor- 
tant an influence upon the natural course of the 
disease as what happens during the eight hours 
on the job. 

Even the physical expenditures involved in 
daily life are difficult to estimate quantitatively. 
The cardiologist must depend heavily on sound 
clinical judgment, and we see no likely substitute 
on the medical horizon. 

We believe the Work Classification Units are 
a useful mechanism for research and that if 
careful records and follow-up studies are co- 
ordinated, we may sometime know more about 
the ambulatory phases of heart disease and how 
to advise its management. When this happens 
and this knowledge becomes part of every cardi- 
ologist’s advice to his patient, and to industrial 
physicians, the Work Classification Unit can dis- 
band. 

(102 Maiden Lane.) 
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The Man and the Myth 


A DOCTOR ILL? To most of us such news comes as a shock. It reveals what we all know 


but are reluctant to accept: that the doctor, too, is mortal. And because, in our 
frailty, we seek a shield against disease and death, we glorify the doctor, invest him 
with impossible power. Ironically, this legend obscures the basic fact that the doctor is 
a man who must earn his daily bread. What is the true picture of the doctor in our 
society?—a man of hope... .a man dedicated to easing human suffering? Yes! Yet he 
is more. The doctor ia an economic unit. He is a man who must compete in the market- 
place for business, as we all do, whether we deal in pills or pants. This does not diminish 
the stature of the doctor. On the contrary, it releases him from the awful burden of 
saintliness. It establishes him as a man. Wake him at four in the morning. He is sleepy. 
Call him from his meals. He is hungry. Summon him from his family. He is lonely. 
Subject to the laws of biology, he is equally subject to the laws of economics. The doctor 
works for a living. Everyone agrees the doctor is no philanthropist. Nobody expects 
medical care without paying for it. Yet it would astound us (and the doctors them- 
selves) if we were to tote up the bill the nation’s patients owe their doctors and com- 
pare it with the bill owed their tailors. Even more outstanding would be the number 
of hours doctors spend in clinics, hospitals, on calls, for which they receive no payment 
nor expect any. The doctor deserves no medal for this. But these unpaid bills and freely 
given hours can be translated into lost income .... income it would be unseemly 
for the doctor to insist upon. The legend of the doctor prevents him. This incongruous 
situation becomes even sharper when viewed against the accepted business practices 
in other fields. Do bankers offer their specialized knowledge and time without expecta- 
tion of payment? Do lawyers? Brokers? Accountants? We don’t expect them to, nor do 
we think a businessman foolish who did not seek every profit to which he is entitled. 
The doctor cannot. There is his legend to be appeased. It is nothing for a giant to do 
gigantic things. It is within his nature to do so. But it is something when a man tran- 
scends his mortality. And this is the secret of the doctor’s stature. As a mere man he 
must rise above his limitations. This is the American doctor—a man greater than his 
myth. 


Advertisement published in Newsweek (October 25, 1954, p. 99) by Key Corporation (pharmaceu- 


ticals), Miami, Florida 
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HEN faced with a case of bronchial asthma, 

the physician in industry fully must realize 
that his working patient differs from a_ non- 
working individual because he “lives” in at least 
two sets of environments, namely, the physical 
and mental surroundings of his job, and as well, 
of his home. Although he will rarely blame his 
home life for what happens at work, the em- 
ployee will often blame whatever happens to him 
almost anywhere, on his work or working condi- 
tions. Routine skin tests and injection treatment 
are no solution to the patient’s problem, as is 
attested by the fact that he so often seeks fur- 
ther help from the specialized private physician. 
There is no real reason why either the full-time 
or part-time plant physician cannot do as well. 

Asthmatic working patients can be grouped 
into a number of categories. There are those few 
in whom, somatically, the working conditions are 
primary causes of wheezing, and others in whom 
they may act as secondary causes, Thirdly, they 
may non-specifically aggravate coexisting asthma. 
Fourthly, the working conditions may be not at 
all related, although the patient wheezes “on the 
job.” Occasionally, psychogenic factors present 
in the industrial environment, and not necessari- 
ly elsewhere, may precipitate attacks in broncho- 
spastically conditioned subjects. Although indus- 
try is not generally alert to these particular 
stress situations, they must nevertheless be con- 
sidered in any discussion of asthma. 

Each type of asthma, when present in the un- 
complicated syndrome, is easily delineated and 
recognized. 

In some industries, as in the handling, among 
other things, of raw and semi-finished wool, cot- 
ton, kapok, furs, and cereal grains, the worker 
is exposed to the primary allergens, and, as well, 
to the molds, smuts and which may be 
present in such crude materials. Although these 
same primary allergens may be present in some 
finished form in the worker’s home environment, 
as, for instance, in blankets, or cotton- or kapok- 
stuffed bedding, nevertheless there is usually no 
doubt as to the magnitude of the respective ex- 
posures. When the primary allergen is present 
only at work, as with castor bean or gum acacia, 
there is no doubt whatsoever that it is the direct 
cause of disability. 

We have seen a number of such patients, in- 
cluding longshoremen, truck drivers, workers in 
mattress factories, furniture factories, woolen 
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mills and pharmaceutical manufactories, who 
prove how wide the range of such exposure may 
be. The causative allergenic agents are well 
known in the respective industries, and air clean 
ing methods usually go beyond removing the al- 
lergen, and actually provide excellent working 
conditions. Occasionally, however, an exquisitely 
sensitive patient may continue to react to minute 
exposure or, as we recently experienced, a break- 
down of the air conditioning apparatus may cause 
a “minor epidemic” of wheezing. 

The allergens present at the job may, under 
special circumstances, act as secondary causes 
of bronchospasm, The patient may, for instance, 
be moderately sensitive to ragweed pollen, enough 
only to give him mild seasonal symptoms; or else 
he may be allergic to feathers, causing mild 
perennial difficulty. When work entails exposure 
to other inhalants, these may not affect the pa- 
tient sufficiently to cause extra-seasonal symptoms, 
but yet enough, acting cumulatively, to intensify 
asthma during the pollen season. Similarly, the 
dander-sensitive patients may be mildly ill at 
home, but truly sick at work. They often present 
a particular pattern of They 
for the first hour or two at work, and then again 
for the first hour or two after returning home, 
because of the overlapping exposures. With the 
removal of either allergen, the wheezing recedes 
to sub-clinical levels 

As a case in point, we have, in the recent past, 
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conferred with manayement and workers concern- 
ing the medical-legal aspects involved in patients 
normally incapacitated by 
exposure to other allergens while at work. For 
the first attack of this nature occurring at work, 
the employee immediately that the 
working environment is the cause of his symp 
toms. The cessation of the asthma after the pol 
len season is over, is not always accepted yrace 
fully as proof of other causative relationships 
Compensation payments limited to the period of 
disability, have satisfactory temporary 
solution. The problem always causes heated dis 
cussion, and occasional suits, and yet need never 
arise if patients with a history of seasonal in 
halant sensitivity are given work where they will 
not be exposed to large amounts of other inhal- 
ant allergens. The brighter side of the picture is 
seen when the patient sensitive to pollen is com- 
pletely free of wheezing while at work in an air- 
conditioned factory. 
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“Non-specific aggravation” is the term applied 
to the effects of gases, odors or fumes present at 
work, and capable of causing bronchospasm. 
These may be primary irritants, present in un- 
usually great quantity, very often during blower- 
system breakdowns. One of our patients who 
worked with antibiotics had asthma with broncho- 
spasm for two months following such exposure 
to the solvent used. The fumes involved are also 
well known in the industry, and the immediate 
sequence following the temporary exposure and 
the relief following the initiation of precaution- 
ary measures, make the diagnosis certain. A 
list of the fumes known to cause such asthma is 
available.! These non-specific aggravating fac- 
tors are not usually toxic, but rather cause cough 
and wheezing following non-passive (i.e., forced) 
expiration. Here, too, we must be concerned with 
whether the aggravation is of the moment, has 
initiated a cycle of illness which will last some 
months, or whether it will have longer lasting 
effects requiring prolonged compensation peri- 
ods, especially in the older patients approaching 
the age of compulsory retirement. 

Completely non-related causes obvious to the 
plant physician may not be as clear to the work- 
er, who may not be trained in the logical niceties 
of cause and effect. Exposure to pollen on the 
way to work may result in symptoms while at 
work. The patient will not only almost always 
blame the working conditions, but also triumph- 
antly prove this supposed relationship by demon- 
strating almost complete freedom from symptoms 
on the days he does not go to work. On one occa- 
sion, for a patient who worked in a textile mill, we 
had to prove to him that taking the same trip 
through the same ragweed-infested back lots, but 
without going into the factory, resulted in a 
quantitatively similar degree of bronchospasm 
which, in any case, ceased after the first wide- 
spread rains following the first good killing 
frost, which ended the active ragweed pollina- 
tion season. 


PSYCHOGENIC factors “on the job” affecting al- 

lergic patients must be given some considera- 
tion. They differ in no way from those which re- 
sult in spastic disorders, not necessarily or in- 
variably directly psychogenically induced. Among 
these may be listed: occipital headache, back 
pain, anginal symptoms, and the disorders asso- 
ciated with abdominal or pelvic “cramps.” The 
cause may vary from ordinary boredom to the 
severe psychological stress due to inability to 
maintain production levels, especially in those 
industries in which “piece work” still obtains. 
We have noted such difficulties as due to failure 
of interpersonal relationships, including simple 
rivalry, and sometimes non-acceptance by the 
group of an individual, because of religious and 
color differences, and rarely, if suspected, of sex- 
ual deviation. One of our patients suffered severe 
exacerbations of an otherwise proved feather 
sensitivity, under good control, but due, on this 
occasion, to a continuous “needling” by bullying 


fellow workers who suspected him of homosexual 
tendencies. Another patient was asthmatic when 
the daughter of the president of the firm was 
given a vacation job, and because of social posi- 
tion, enjoyed privileges denied the permanent, 
and, of course, more senior worker. In present- 
day industry, the offended workers cannot al- 
ways be reached, either by the physician or by 
management, and the employee’s training costs 
and talents are lost to a job in which there is a 
happier emotional climate.. 

So far, the stressors at work have been dis- 
cussed as though they represented only one more 
environment. If, for the moment, we disregard 
the rare patient with food allergy who cannot 
(if wheat sensitive) carry sandwiches to work 
or eat at plant cafeterias, and think, rather, only 
in terms of inhalant allergy, we see that this is 
only superficially true. The complete picture is 
recognized only when we realize that the patient 
is exposed to inhalant allergens at home, en route 
to and from, and, as well, on the job. He may be 
equally exposed to secondary allergic and non- 
spe ‘fically aggravating factors in all three en- 
vironments. If male, he may be a heavy cigarette 
smoker; if female, regularly occurring inter- 
current factors may influence the patient’s clin- 
ical course. In any environment, any patient can 
be psychogenically affected. Granting the knowl- 
edge of these effects, there are problems which 
remain to be solved, because we have only dis- 
cussed typically allergic, i.e., atopic, patients. 
The issues are not so simply resolved, because not 
all patients who wheeze are necessarily allergic. 

The differential diagnosis must, whenever pos- 
sible, rule out other bronchospastic disorders 
which may, at times, congruently be present. We 
have elsewhere? made a tentative qualitative and 
quantitative classification of the asthmas. In pure 
form, these may be listed as atopic, infectious 
(a) acute; (b) chronic; psychogenic, physical, 
nasogenic (reflex); cardiac, locally obstructive, 
and lastly, as due to drug reactions. 

In a typical wheezing patient, the general 
type of asthma involved is often easily recog- 
nized. If the patient actually recalls the perti- 
nent facts, and is truthful, and not exclusively 
compensation-minded, the personal history of 
atopic eczema, or of food sensitivity in infancy; 
of later nasal allergy; of subsequent seasonal or 
environmental allergic tracheitis leading to a 
cough and wheeze, is strong presumptive evi- 
dence of the atopic type of sensitivity. We have 
found that printed questionnaires, filled out be- 
fore the first visit, and by the patient himself, 
will save much subsequent obfuscating discus- 
sion. The questionnaires not only save time, but 
also serve as a basis for a complete history and 
environmental survey.’ If there is a family his- 
tory of these same disorders, which many pa- 
tients will at first deny, the evidence for true 
atopy is strengthened. A personal history of pre- 
vious environmental or seasonal symptoms, ex- 
acerbated by abrupt barometric or temperature 
change, affected by fumes or odors, and made 
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worse by nervous tension, fatigue, hearty laugh- 
ter and exertion, will all point up the diagnosis. 
If there are sensitivities to foods or to inhalants, 
known to the patient or previously proved by 
trustworthy studies, there is no doubt that a true 
case of bronchial asthma of the atopic type is 
present. 


Few of these patients present other complaints. 
A physical examination proves the mucous 
membranes pale and translucent, with the sinuses 
clear or the membranes symmetrically thickened. 
In early cases, the pulmonary wheezing changes 
in pitch and intensity from area to area. The 
total vital capacity is reduced, and the amount 
expired in three seconds markedly so. Between 
attacks, however, there are no pathological find- 
ings, since the disorder is completely reversible, 
especially in its early stages. At this time pul- 
monary function studies may demonstrate a nor- 
mal lung. The laboratory data prove the mucoid 
secretions to be rich in eosinophil cells. The blood 
is normal. There may be a blood stream eosino- 
philia. In such patients, skin tests give multiple 
positive reactions. The response to treatment is 
excellent with epinephrine, ephedrine, amino- 
phylline, and their derivatives, and to the steroid 
hormones. The wheezing is intermittently affect- 
ed by exposure to, and elimination of, the causa- 
tive allergen. Such patients respond well to both 
elimination and to specific injection therapy. 

The skin tests, although they represent a small 
and corroborative part, rather than a complete 
diagnostic procedure, may lead to the discovery of 
previously unsuspected collateral causes. Coupled 
with inhalation tests and pulmonary function 
studies, inhalants, if present in the plant, can 
quickly be ruled in or out of the picture. 

As an example, on one occasion eight men, 
working in a nearby woolen factory at a time 
when layoffs were occurring, all complained of 
asthma following the handling of bales of wool. 
Test solutions to 30 types of wool proved Uru- 
guayan wool to be the most specifically allergenic 
of those being handled. The asthma had occurred, 
however, at the peak of the ragweed pollen sea- 
son. Several workers had a history of asthma in 
previous Septembers, and several were taking 
specific pollen extract injection treatment from 
a local physician. Their pollen symptoms might 
have been aggravated by the wool, but it was un- 
likely. Those in whom the wool sensitivity was 
yreater, and the remaining inhalant sensitivities 
less, were placed into other categories of asthma, 
although all complained of wheezing occurring 
at the same time, in the same environment, when 
handling a single allergenic raw material. Suits 
were initiated in succession by the men, so that 
each might benefit by the other’s experience. The 
proof that the plaintiff, in the first suit, was sen- 
sitive to pollen and had taken treatment, led to a 
dismissal. The others quickly settled for com- 
pensation limited to the period not worked. We 
have seen similar situations occur with long- 
shoremen handling raw coffee, castor bean, hemp 
and jute, among other potent allergens. 
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The patient with wheezing associated with 
acute infection of the upper and lower respira- 
tory tract, suffers from what the older texts 
often labelled as “asthmatic bronchitis.” This can 
be superimposed upon a typical allergy in an 
atopic patient. Each may intensify the other. The 
infection may become chronic, the infectious ele- 
ment then overshadowing the allergy. The pres- 
ence of an infection may knock the patient off his 
“physiological balance,” so that the primary 
asthma, ordinarily under control, now becomes 
manifest. On the other hand, the additional mucus 
covering the respiratory tract certainly dissolves 
allergens more easily, and the hyperemic tissue 
absorbs them more rapidly. The acute infection 
has, in such cases, made the atopic patient re- 
spond as though overwhelmingly exposed to his 
allergens. Obversely, such patients, because of 
the often uncontrolled allergic response of the 
mucous membrane, reacting abnormally re- 
yards their general physiology, are often, from 
a clinical point of view, easily infected. Allergy 
to bacteria alone may complicate the picture. It 
is in this group that the administration of anti- 
histaminic agents appears to lessen, or perhaps 
“cure” the so-called “cold.” The patient, however, 
is not truly being cured, and the disorder is not 
really a cold. Such patients respond very well to 
antibiotic medications combined with Cortisone 
and ACTH. 

The non-atopic patient, who wheezes with acute 
pulmonary infection, rarely presents a history of 
previous atopy, and rarely a history of familial 
allergy. The onset of the wheezing is usually 
yvradual, but may be abrupt. The clinical course 
is not predictable, excepting as the disorder re- 
occurs with successive infections. The physical 
examination shows the typical red mucous mem- 
branes, with opaque sinuses, often unilaterally 
affected. The secretions are purulent; the white 
cell count and sedimentation rate are both ele- 
vated; and the skin tests are negative, or non- 
specifically mildly positive. The response to treat- 
ment is poor or transient for epinephrine, ephe- 
drine and aminophylline. The response to vaccine 
therapy is not consistent. 

The chronically infected asthmatic patient may 
truly represent a chronic infection, or again may 
present an infection superimposed on his  in- 
halant allergy. He may be suffering from fre- 
quent acute infections, discontinuously chronic 
in time, rather than continuously chronically 
present. These may become the truly asthmatic 
bronchitis patients. With them, too, the personal 
and family histories may be negative for allergy. 
The onset of the wheezing may be gradual, with 
a history of chronic infection, and increasing 
dyspnea following exposure to pulmonary irri- 
tants, bacterial, gaseous, chemical, or non-aller- 
genically particulate. The exacerbations succes- 
sively increase in severity and duration. The 
lungs are emphysematous, with diminished car- 
diac dullness, diminished breath sounds, low dia- 
phragms, with both lowered vital capacity and 
prolonged expiration time. With these patients 
the pulmonary function studies, when tests are 
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done in succession, show exactly the same amount 
of air expired for the same time in seconds for 
each test. In the truly allergic patient, the forced 
expirations for each test lead to lower and lower 
readings as the tests are repeated. In the chron- 
ically infected patient, the accessory respiratory 
musculature is prominent. The blood may be 
normal, and show no increase in sedimentation 
rate, The skin tests are usually negative. The 
response to treatment is good with antibiotic 
avents, at least temporarily, depending on the 
presence of bronchitis, emphysema, bronchiecta- 
pneumoconiosis. On the other hand, the 
patient is very often relieved by physical meas- 
postural drainage, belts, and climatic 
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Some such patients may appear to be allergic 
the incidence of their 
order, which often beyvins in the fall and lasts 
until early spring. With annual in- 
volvement of the lung, the symptoms occur earlier 
each autumn and later into each summer, 
until the period of, at first complete, and later 
partial, remission, is limited only to the summer 
months, and then, perhaps, to a few weeks in 
July and early August. In smokers, cigarettes 
are usually, and often with some validity, one of 
the chief aggravating causes. Elimination of pul- 
monary mucous membrane irritation, ranging 
from tobacco smoke to range oil, will ameliorate, 
but completely clear the symptoms. The 
pneumoconiotic patients, especially those with 
long histories of exposure to silica, anthracite 
and asbestos, require specialized study and treat- 
ment not of the usual anti-allergic or anti-infec- 
tious type. The job, however, may be incriminated 
in outside workers, as truck drivers, post office 
employees, bill posters, gas station attendants, 
and those in similar occupations, in which the 
patient is exposed to abrupt changes of tempera- 
ture and weather. concomitant cir- 
cumstances for ease of pulmonary infection are 
then present as precipitating factors. 
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The classic 


THe WORKER whose bronchospasm is chiefly psy- 

choyenic in origin presents any one of a num- 
ber of psychological syndromes. If, of all the 
types, we describe only the “hysterical,” the fol- 
lowing criteria are valid. There may be a _ per- 
sonal history positive for atopy, but the present 
attack is apparently not related to exposure, en- 
vironment or season. There may be a family his- 
tory of allergy in those patients who present 
what is termed “imitative asthma.” The onset of 
wheezing is abrupt, during and following emo- 
tional stress. The clinical course depends upon 
the continuation of the stress, the strain, or the 
neurotic purpose of the attack. Such patients 
present multiple bizarre complaints. 

Physical examination shows rapid or sighing 
respiration to be present, with a subjective dis- 
tress not proportional to the objective signs. The 
patient will show a high vital capacity if the re- 
sults are checked by the vitalometer and pulmo- 
nary function studies. The three-second expira- 
tion test proves normal pulmonary dynamics to be 


present. Evidence of hyperventilation is often 
clear, and the patient can be diverted to talk or 
eat. The laboratory data are all normal, and the 
patient responds well to sedation and placebo 
medication, to psychotherapy, or to intravenous 
ambobarbital. There may be an occasional drama- 
tic response to anticholinergic agents. 

All of these criteria may, however, hold equally 
true for typically allergic patients in whom the 
triggered bronchial musculature responds with 
spasm to just one more stress situation. This lat- 
ter group is not helped to any great extent by 
psychotherapy. 

As an example, one of our patients allergic to 
feathers and, as is usual in many such cases, to 
house dust as well, underwent one such psycho- 
logical storm when, as noted above, the daughter 
of the president of the firm was given a vacation 
job beside her. Other similar cases have been 
described. 

Physical allergy is noted when there is broncho- 
spasm following exposure to sudden heat or to 
cold. The latter may affect the skin, as with ex- 
posure to cold air or to cold water, the lungs, 
when suddenly inspiring cold air, or the gastro- 
intestinal tract, following the ingestion of cold 
foods or iced drinks. 

Reflex asthma may occur alone or in conjunc- 
tion with other types. Fumes affecting the nos- 
trils, or the presence of polyps, and also patho- 
logical lesions external to the upper respiratory 
tract, may reflexly cause attacks of wheezing. 

The cardiac asthmatic patient is placed in a 
class by himself. The differential diagnosis re- 
quires the consideration of many factors, includ- 
ing some of the following. The personal and 
family history are both usually negative for al- 
lergy. The onset of wheezing is late in life, grad- 
ual, and often occurs in the prone position, and 
at night, although not invariably so. The clinical 
course depends on the cardiac disorder, concern- 
ing which detailed knowledge is necessary. If 
primarily cardiac, the symptoms may be due to 
impaired blood flow of the heart itself, with an- 
oxemia affecting both the respiratory muscles or 
the respiratory center. If due to a disturbance of 
pulmonary circulation, the clinical picture may be 
quite different, but in any case, the results are 
shown in abnormalities of gaseous exchange. The 
evidence of cardiac disease, congestive failure, 
hypertension perhaps, with tachy- 
cardia, arrhythmias, and occasionally with cyano- 
sis, will all point to the correct diagnosis. 

The locally obstructive type of bronchospasm 
is due to foreign body inhalation. It is more often 
seen in children, but occasionally in adults. If a 
history of inhalation is denied, physical examina- 
tion will prove the localized stridor to be present 
with unequal respiratory excursions, although 
the wheezing may be bilateral. Evidence of car- 
cinoma should be sought, and the presence of 
thyroid nodules, Hodgkin’s disease, sarcoid, mul- 
tiple myelomata, and tuberculous glands. Bron- 
chiolitis deformans in patients with arrested 
tuberculosis, must be ruled out. 

One of our patients, a “used-car salesman,” 
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presented a history of cough and wheeze, present 
all winter, with only occasional symptoms during 
the summer months. He blamed his wheezing on 
the circumstances under which he worked, be- 
cause it was necessary for him to be either out 
in the used-car lot, or, between customers, in a 
small, overheated office warmed by a range oil 
space heater. The air usually was filled, as well, 
with the fumes of cigar smoke. The history, 
however, proved the cough to occur, as well, at 
home, and especially in bed at night, and when 
the patient turned on his right side. Examination 
uncovered the presence of a substernal peduncu- 
lated thyroid nodule, pressing on the trachea. 
Its removal cleared the cough and wheezing, 
despite exposure to the same “on the job” cir- 
cumstances. 

Workers suffering from wheezing due to drugs 
or chemicals, may either be responding to their 
inhalation while at work, or their administration 
for attendant infection. Of the former, such re- 
actions have been noted in nurses and technicians 
engaged in preparing antibiotic solutions from 
the powdered forms. Pharmacists exposed to 
lycopodium fit into this category. The patient who 
wheezes at work because of a reaction to a drug 
administered elsewhere, usually presents a_his- 
tory of illness and of drug ingestion or injection. 
Treatment at work may, however, be responsible. 
One of our patients reported to the plant nurse 
because of a severe headache, telling her that he 
was sensitive to aspirin. The nurse, ignorant of 
the origin of the trade name and composition, 
unwittingly gave him empirin compound, which 
precipitated one of the most severe attacks we 
have ever encountered. 

In drug allergy, the diagnosis is not usually 
difficult to make. We must remember, however, 
that the effects of the drug may be lony lasting, 
and sometimes endure for months. Lists of the 
drugs which cause bronchial asthma are avail- 
able.” 

Recently, Weaver® has pointed out that for 
administrative purposes, the employee with asth- 
ma is to be considered as having a permanent 
disability, his job assignment being handled an- 
alogously to that of other handicapped workers, 
such as amputees or cardiac patients. He, too, 
points out how surprising it may be, if not diffi- 
cult, for the employee to comprehend that chang- 
ing the job may be to his benefit and advantage, 
especially in the older, long-service employee who 
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acquired skills and experience, and sometimes 
seniority. 

Air conditioning and sir purification may, to 
a certain degree, solve this type of problem. Only 
with a relatively new product involving the use 
of hitherto unknown allergens, will consultation 
with an allergist trained in this field, be neces- 
sary. Usually, however, the sensitivities are ob 
vious, and intra-mural adjustments are all that 
ure necessary. Allergens in manufacturing pro 
the 


response to 


concealed, because of 
the mass 


cesses cannot long be 
epidemic-like nature of 
the pulmonary irritant. 

No blanket precautions or over-all treatment 
schedules can be delineated, for the reason that, 
of the estimated eight million asthmatic patients 
known, approximately three million work, and 
these typify every conceivable type of reaction, 
in many diverse varieties of exposure. It is a 
happy commentary on American working condi- 
tions that there really are so few who can blame 
the factory or the mill for their asthma. On the 
other hand, the patient who is asthmatic must 
be studied as an individual whose asthma is 
measured against the background of the occupa- 
tional and home environment, physical and psy- 
chological. 

Since no physician can know too much about 
an asthmatic patient, the plant doctor is in a 
particularly favorable position to estimate the 
effects of work environment to perfection. He 
can, therefore, supplement our present knowl- 
edge, and do pioneer work in discovering indus- 
trial causes for asthma. Their removal from the 
patient’s job environment will increase the pa- 
tient’s general health, and tend to lessen any 
asthma he may have at other times, and in other 
places, when he is not working. 

(75 Bay State Road, Boston 15, Massachusetts.) 

(39 Church Street, Hudson, Massachusetts. ) 
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deny the possibility that, as time goes on, we shall accumulate some body of valid 


conclusions. But it does mean that we can achieve only by accumulation, that wisdom is 


only to be gained as we stand upon the shoulders of those who have gone before 
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here there appear to be diverse views 
» held by apparently honest medical experts 
testifying in personal injury damage suits in the 
numerous courts throughout the land; damage 
suits based upon alleged injuries to the interver- 
tebral disc. On the other hand, medical literature, 
not hindered by legal necessities, does not reflect 
the same deyree of diversity but, in fact, reveals 
agreement on many major points. One concludes, 
therefore, that certain facts remote to medical 
science have, in some instances, an effect upon 
the forensic medical opinions expressed. Opin- 
ions as to the prerequisites of a diagnosis are 
many. Thoughts concerning methods of treat- 
ment are a little more uniform; but prognostica- 
tion in forensic medicine is a far cry from the 
reported clinical results available in many peri- 
odicals and medical texts. 

Why should there be a_ difference 
medical opinions expressed on a witness stand 
and those expressed in scientific literature? As 
previously hinted, alleged legal necessities have 
their influence but one can also, at times, sus- 
pect a pecuniary influence is involved, All doctors 
supervising disc cases are not qualified to do so, 
as is readily revealed by their testimony. Even 
if we assume, however, that all medical witnesses 
are qualified on this entity, we still are forced to 
ask: “What do the orthopedic and neurosurgical 
experts, as a group, believe with respect to the 
method of diagnosis, treatment, and prognosis in 
dise cases?” That question is and has been al- 
most impossible to answer. Individual answers 
are plentiful, but what does the “profession” be- 
lieve? Perhaps the lack of such information is 
Aiversification of foren- 


between 


the major cause for the 
sic opinions. 

Assuming that forensic medicine is diversified, 
why all the fuss? Trial lawyers generally rely on 
the medical profession to advise them concern- 
ing the importance of certain medical criteria in 
either proving or disproving the relationship of 
the physical complaints to the alleged traumatic 
incident. Inadequate and improper advice sup- 
ported by the same type of testimony affects 


adversely the plaintiff, the defendant, and the 
general public. Some plaintiffs have undergone 
needless surgery with accompanying disability 
and expense; others continue to suffer from the 
real cause of their complaints which misdiagnosis 
has allowed to remain in existence. Still others 
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continue to suffer because the testimony they 
have heard has convinced them that surgery is 
dangerous and generally there is a poor chance 
of recovering their ability to resume their oc- 
cupation. 

Defendants have been made to pay exorbitant 
amounts based upon an alleged future “perma- 
nent and total disability’ which failed to ma- 
terialize. Others have paid judgments for alleged 
traumatically incurred herniated discs which did 
not exist. Verdicts as high as $80,000 for disc 
injuries alone have been rendered by juries con- 
fused by medical testimony which is, itself, con- 
fused by diametrically opposed statements. 

Word of mouth advertising by individual 
jurors and plaintiffs has spread false ideas 
throughout the public until many believe that 
the occurrence of a disc injury is secondary to 
cancer in its crippling and devastating effect. In 
view of this entire situation, there was a definite 
need for clarification of the entire picture which 
would result in obtaining a utilitarian answer to 
the question, “What does the profession believe?” 
Securing an Answer 

N THE fall of 1953, a questionnaire was pre- 

pared to be sent to doctors who had previously 
study of disc injuries and 
whose reports had appeared in the literature 
through the media of periodicals or published 
texts. The Index Medicus and the directory fur- 
nished the names and addresses of those chosen 
at random from this group. There was no thought 
viven as to whether these men were neurosur- 
eons or orthopedic specialists; whether they fre- 
quently appeared in litigation or not. Eighty- 
seven authorities were polled in this manner. Be- 
low is a sample of the questionnaire and its let- 
ters of transmittal: 


made some special 


“DEAR Doctor: Your name has come to our at- 
tention by reason of your work in connection with 
injuries involving the intervertebral disc. We feel 
that your opinions will be of value to us in our effort 
to prepare a digest of knowledge concerning the 
proper medical handling of this entity. We are send 
ing identical requests for assistance to many spe 
cialists throughout the country and the information 
obtained will be transmitted to a ‘master chart’ 
(similar to the one attached) which will show the 
consensus of the entire group but will not reveal the 
individual opinions of those contributing. The chart 
will be duplicated and disseminated to the railroad 
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industry where it will be of value in the handling 
of future injuries of this nature. We are also con- 
sidering the possibility of submitting the ‘master 
chart’ and a list of the contributors to the American 
Medical Association for consideration as possible 
material for publication in one of their journals. 

“With the above in mind, we are requesting you 
to indicate your opinion of the relative importance 
of each of the items set forth by grading them on 
the basis of 1-100 (100 indicating highest degree of 
importance). You should assume the patient has 
had no previous medical attention. Provision is made 
for grading each item on the basis of a personal 
case as opposed to a liability case (one wherein a 
belief exists that the injury was caused by the negli- 
gence of another and wherein a claim is anticipated). 
If you prefer to grade without this breakdown, mere- 
ly write the figure so it covers both columns. Feel 
free to add other classifications if you desire. An 
extra copy is attached for your records. 

“It will be greatly appreciated if you will also 
answer the questions pertaining to your qualifica- 
tions and add any other comments you feel should 
be included on the subject. 


” 


“Yours sincerely. 
The form reply prepared for the doctor: 


“DEAR Sirk: This will acknowledge receipt of the 
questionnaire and chart, set forth below, wherein 
you have requested me to indicate my opinion of 
the relative importance of each of the items classi- 
fied under the general headings of: Method of Diag- 
nosis; Causation Opinions; Usual Treatment; and 
Results—Six Months After Treatment, and _per- 
taining to the subject of intervertebral dise injuries. 

“It is my understanding that similar requests are 
being made of various doctors throughout the United 
States; that you intend to prepare a ‘master chart’ 
setting forth the consensus of the opinions received; 
that the chart will be duplicated and distributed, and 
possibly submitted to a trade or professional journal 
for publication. 


METHOD OF DIAGNOSIS iad ( 


History 


Subject complaints 


Objective findings (sans x-ray) 


Conventional x-rays 
Myelogram 


Diseogram Dramatic 


erential diagnosis 


Di 


Chronie 


Exploratory operation 


Chronic 


USUAL TREATMENT 


(including of (jood 


Conservative 
hard bed, 


medication, 


use 
traction, caat, 


belt, 


Massage) 


Operational with fusion 


Operational non-fusion 


Poor 


Very 


poor 


Liability **P..Personal cases. *** 


definite, 


cases 


(1)—A 


Usual minor 


instantaneous trauma 


life 


specific 


traumas of everyday ordinary “wear and 
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TABLE I. 
THE INTERVERTEBRAL Disc 
AUSATION 
Recent snecific 
Ancient 
Developmental dey 


Dramatic traumatu 
traumatic 
trauma to 
trauma to 


***RESULTS 


No objective 


No objective 


Objective findings and subjective complaints 


High-wrade indicates 


“Therefore, as requested, I am grading the rela- 
tive importance of these items on the basis of 1-100 
(100 indicating highest degree of importance). There 
is no attempt to correlate the four major headings. 
In the chart the letter ‘L’ indicates a liability case 
wherein the patient believes that the injury was 
caused by the negligence of another and a claim is 
being made; the letter ‘P’ indicates the case is a 
personal one as opposed to the liability type. 

“The approximate number of intervertebral disc 
cases in which I have had an interest is: ' 

“T first came into contact with the dise injury as 
result of industrial trauma in . 

“A list of articles | have written supporting my 
opinions as set forth follows (by title, name of 
publisher, volume and date): 

“So that you will be up to date on my special 
qualifications, below are societies of which I am a 
and organizations to which I am_ profes 
attached: 


a 


member 
sionally 
“Yours very truly 
In addition to securing the needed data by the 
above method, the following doctors were gra- 
cious enough to permit interviews on the sub- 
ject: Henry C. Marble, Boston; Alexander P. 
Aitken, Boston; C. C. Guy, Chicago; and John 
V. Walker, Chicago. Information from these 
gentlemen was gratefully received. It is not im- 
plied, however, that they are either in agreement 
or against the opinions advanced herein. 


The Answer 
JURSUANT to the agreements made in the fore- 
yoing correspondence, set forth below is the 


master chart (Table II], page 38) showing the 
consensus of the relative importance of the vari 
phases of diagnosis and treatment, with 
an expression of the consensus pertaining to 
causation and results. The 830 authorities con- 
tributing to these averages are: Walter Z. Baro, 


ous 


CHART 


OPINIONS oop 


trauma to normal epine 


ifle trauma to normal «pine 


eneration of dine 


aggravation degenerated dise (1) 


aggravation congenital anomaly (1) 


normal spine (2) 


predisposed spine (2) 


SIX MONTHS AFTER TREATMENT 


findings; no subjective complaints 


findings, minor subjective complaints 


Permanent total disability 


frequeney 


tear.’ 
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West Covina, California; Joseph 8S. Barr, Boston; 
W. A. Bishop, Phoenix, Arizona; F. Keith Brad- 
ford, Houston, Texas; Guy A Caldwell, New Or- 
leans; Fremont A. Chandler, Chicago; Ralph B. 
Cloward, Honolulu, Hawaii; W. James Gardner, 
Cleveland; Stanton L. Goldstein, Moline, Illinois; 
Kk. Gurdjian, Detroit; Frederick W. Ilfeld, 
severly Hills, California; Franklin Jelsma, Louis- 
ville, Kentucky; J. Albert Key, St. Louis; Paul 
Magnuson, Chicago; Harry P. Maxwell, Mil- 
waukee; Karl D. McBride, Oklahoma City; Ed- 
mund J. Morrissey, San Francisco; Marion B. 
Noyes, Salt Lake City; William T. Peyton, Min- 
neapolis; Frank N. Potts, Buffalo, New York; 
Charles Rombold, Wichita, Kansas; W. B. Sco- 
ville, Hartford, Connecticut; R. Glen Spurling, 
Louisville; Arthur Steindler, lowa City, lowa; 
Frederick R. Thompson, New York; Henry F. 
Ullrich, Baltimore; J. J. Van Driest, Milwaukee; 
Harold C. Voris, Chicago; Benjamin B. Whit- 
comb, Hartford, Connecticut; and Albert A. Wil- 
son, Tampa, Florida. 

The above listed doctors contributed only to 
the chart (Table Il) and are not responsible for 
the comments expressed in this paper. It should 
be borne in mind that the figures charted are 
not percentage figures but rather represent rela- 


TABLE II, 


tive importance. Some authorities used a grade of 
100 two or three times under one major heading, 
indicating they felt that each item, so marked, 
was equally very important. 


Interpreting the Answer 

“AUSATION OPINIONS: It is apparent that the in- 

* dustrial patient’s history of the onset of his 
disturbance has influenced the opinions as to 
causation. It is to the financial advantage of the 
injured worker to connect his disability to a 
specific traumatic incident occurring in the 
course of his employment and arising out of it. 
It makes little difference, legally, whether the 
trauma originates the condition or aggravates 
a pre-existing one. We see, therefore, a grade of 
62.2 and a grade of 62.0 for the items of Dramatic 
Traumatic Aggravation of a Degenerated Disc 
and Recent Specific Trauma to a Normal Spine. 
In the personal cases, wherein the authorities 
can put more faith in the patient’s history, the 
relative values are 10 to 12 points lower for these 
two causes. It is also noted that only a 4.98 differ- 
ential exists between the first and fourth cause 
in personal cases as compared to a 20.75 differen- 
tial in the legal cases. This indicates that person- 
al cases are influenced less by ulterior motives 


CONSENSUS OF REPORTING AUTHORITIES REGARDING CAUSATION, DIAGNOSIS, TREATMENT, 


AND PROGNOSIS OF THE HERNIATED LUMBAR Dis¢ 
OF THE NUCLEUS PULPOSUS 


CAUSATION OPINIONS 


Recent specific trauma to normal spine 


pecific trauma to normal spine 


Ancient 


Developmental degeneration of dise 


traumatic aggravation degenerated dise (1) 


Dramathk 


traumatic aggravation congenital anomaly (1) 


Dramath 


(2) 


trauma to normal 


Chronk spine 


trauma to predisposed apine (2) 


Chron 


METHOD OF DIAGNOSIS 
History 
Subjective complaints 


Objective findings (sans x-ray) 


Conventional x-rays 
Myeclogram 
Discogram 
Differential diagnosis 


hxploratory operation 


USUAL TREATMENT 


Conservative (ineluding use of hard bed, traction, 


cast, medication, belt, massage 


fusion 


Operational with 


Operational non-fusion 


***RESULTS SIX MONTHS AFTER TREATMENT 


findings; no subjective complaints 


minor subjective complaints 


Pair Nu objective 


finding 


finding and subjective complaints 


total disability 


Very Toor Vermanen 


\ 


(2) Usual minor 


instantaneous trauma 


definite, specific 


traumas of everyday life—ordinary 


High-wrade indicates frequency 


WITH RUPTURE, 


Doctors 
Replying 


Doctors 


Replying Legal Cases Personal 


40 62.0 40 51.66 


28 44.5 48.2 


x 


40.53 


25 62.2 | 25 50.2 


26 21.15 
34.3 
46.68 


“wear and tear.’ 
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28 68.9 | 27 74.4 
a 29 63.8 27 82.1 
4 
30 83.26 29 83.55 
a 29 43.87 29 | 48.7 
} + + 
29 51.3 29 60.6 
14 22.8 14 22.5 
ee 21 52.8 21 61.1 
25 35.4 25 39 
46 ; ; 
4 
27 72.74 27 70.1 
26 $3.28 25 36.70 
ae 27 51.64 26 53.86 
| 
Good -No objective 27 39.11 27 58.48 
27 43.81 27 42.74 
Poor Objective 26 21.96 26 9.03 
25 9.87 24 3.3 
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and the doctor has more of an opportunity to ar- 
rive at a scientific conclusion as to causation. 
METHODS OF DIAGNOSIS: Here some very re- 
vealing figures are found. It is obvious that our 
experts feel they cannot place as much faith in 
the History and Subjective Complaints of the 
legal patient (for previously mentioned reasons ) 
as they can in the personal cases. The difference 
is not as widespread under the item of History 
as it is in Subjective Complaints. The most im- 
portant criteria in diagnosing a legal case are: 
Objective Findings; History; Subjective Com- 
plaints; and Consideration of Differential Diag- 
nosis. In the personal cases almost equal weight 
is given to Objective Findings and Subjective 
Complaints. It can be stated that History, Sub- 
jective Complaints, and Objective Findings are a 
must for the first three considerations in the 


diagnosis of any case (not just dise cases) ; there- 
fore, it is gratifying to see Differential Diag- 
nosis take first place among the really elective 
items. Forensic medicine overruns with testimony 
indicating that little, if any, effort was made to 
determine whether some other entity was the 
actual cause of the patient’s complaints and dis- 


DIFFERENTIAL DIAGNOSIS WITH 


GENERAL 
DISEASE 


CLASSIFICATION FREQUENT 


Diseases of spinal cord 


Inflammations (neuritis) Foeal infections: 
teeth, tonsils, sinuses, 


ete, 


Diseases of coverings of cord 


Diseases of muscle Myositis 


Diseases of bones and 
ligaments 


Hypertrophic arthritis 
Bursitis 
ibrositis 


TABLE III. 
RESPECT TO 
FREQUENCY OF 
COMMONPLACE 


Poly neuritis 


Osteomalacia 

Spondylolithesis 
Narrowed 
Episacral fibrolipoma 


foramina 


ability. Many reporters are convinced that lack 
of proper consideration of Differential Diagnosis 
was the cause of earlier reported poor results in 
the treatment of low back pain diagnosed as being 
caused by the herniated disc. It is common to 
hear doctors (specialists included) testify as to 
a positive and absolute diagnosis based upon a 
cursory examination, when they know that even 
after using all of the diagnostic aids, operation 
is the only definite means of confirming the exist- 
ence of the lesion. 

In the past year or so, several texts have 
stressed the importance of considering differ- 
ential diagnosis thoroughly and, at my request, 
a surgeon of many years of experience in deal 
ing with industrial trauma has prepared a chart 
which clearly sets forth the many separate en- 
tities capable of simulating the signs and symp- 
toms of the classic disc. The probable frequency 
of their occurrence is also shown (Table II1). 

Based upon medical literature, laymen in 
volved in disc claims should be able to assume 
certain facts as being true and no longer subject 
to debate. Some of these facts are: 

1. A true herniated dise can exist without pro- 
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OCCURRENCE 


OCCASIONAL, RAKE 


Neurofibromata Syphilis 

Lateral sclerosis 

Multiple sclerosis 
yringomyelia 

Hematomyelia 

Tumors of cord & equina 
Aleohol 


Chront 


Her pes zoster 


(shingles) poisonings 


Diahetes arsenic lead, tobacco 


Vitamin deficiencies 
Nrachnoiditia 
Hemorrhages 


A bscesses 


Hemorrhages 


Pumors 


Atrophic arthritis Spondylitis 


Gout Puberculosia 
Kheumatoid arthritis 


Periostitis 


Osteomyelitis 
Paget's disease 


Primary osteoma Vertebral epiphysitis Syphilis 
Metastatic carcinoma Hypertrophic ligamentum 
flavum 
Hyperparathyroidiem 
rimary bone cysta & 
Sarcoma 
Multiple myeloma 
Structural disorders Congenital anomalies Knock knees Old poliomyelitis 
Obesity Hernia 
Flat feet 
Scoliosis 


Unequal leg length 


Diseases of blood vessels 


Generalized disorders Psychoneurosis 


Fractures 
Prolonged effort 


Injuries 


Occupational stress 
Lumbosacral strain 


Sacroiliac strain 


Prostate & 
tract 
Gynecological disorders 


Diseases of systems urinary 


Kidney 
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A rteriosclerosis 


Gastrointestinal 
Biliary tract 
lesions 


Huerger’s disease Periarteritis nodosa 


Aneuryeams 


ndocarditia 
Kiood dyserasia 
Nutritional disorders 


Caleified hematoma Spinal concussion 


Pancrensa lesions plenomegaly 


Cardiac lesions Adrenal tumors 


Lung lesions Retroperitoneal tumors 
Neck lesions 


Cervieal rib 
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“ucing any of the classical signs and symptoms or 
it may produce them all or any combination. 

2. Each of the separate entities listed on the 
chart can produce signs and symptoms simulat- 
ing those of the herniated disc. 

4. The only positive method of determining the 
existence of a ruptured and herniated dise is by 
operation. Myelography, discography, electromy- 
ography, and conventional x-rays may only assist 
in localizing a lesion; they do not tell what the 
lesion is and quite often fail to reveal an existing 
lesion later found during operative procedure. 

4. Technically, the outer walls (annulus fibro- 
sis) of the intervertebral dise can rupture, while 
the interior nucleus pulposus may, or may not, 
through the rupture. To produce the 
classic complaints of a true herniated disc, the 
nucleus pulposus must herniate through the rup- 
ture at a place where it can irritate nerve roots. 
Eventually collapse through degeneration will 
also possibly cause this irritation. 

5. Intervertebral discs normally have a bulging 
appearance which varies in individuals. The dise 
between L5 and $1 is normally more narrow than 
the other lumbar discs. The thickness in normal 
dises can vary from those immediately above or 
below, and the thickness in a dise can vary from 
the time of arising to the time of retiring; there- 
fore, the importance’ of a narrowed interspace in 
diagnosis is insignificant. Based on its existence, 
the doctor may be entitled only to suspect an 
abnormal disc. 

6. If diagnosis is partially based upon a nar- 
rowed dise (or interspace) shown in a conven- 
tional flat plate x-ray, it should be determined 
that the center of the x-ray tube was directly 
over the dise under discussion, thereby eliminat- 
ing distortion. 

USUAL TREATMENT: There seems to be little 
question on this subject. Many of the authorities 
advised that conservative treatment should al- 
ways be instituted first, and, if unsuccessful, 
should then be followed by surgery, if indicated. 
Only one doctor was in favor of operational cor- 
rection without regard to prior conservative 
treatment. There did exist some difference of 
opinion as to the duration of unproductive con- 
servative therapy before the institution of the 
more radical surgical procedures. 

RESULTS—-SIX MONTHS AFTER TREATMENT: Sev- 
eral of the authorities criticized the “six months 
after treatment” stipulation and paid little or no 
attention to it. Here again it is interesting to 
compare the legal cases with the personal. One 
would that again extraneous facts have 
an effect on the consensus concerning prognosis 

or, it would be more accurate to say, on the 
end results claimed by the industrial patient. A 
conclusion would be justified that the 3.3 average 
shown im the personal column with respect to 
Very Poor, is more scientifically accurate than 
the 9.87 average in the legal column for the same 
classification. One might believe the latter is in- 
aspired by the plaintiff's allegations influenced 
by the dollar sign. It is encouraging to see the 


herniate 


yuess 


comparative high averages given to Good and 
Fair results over Poor and Very Poor results. 
Very Poor, incidentally, appears generally only 
in forensic medicine through the courtesy of the 
plaintiff's medical witness. 


Conclusions 
I" Is generally recognized that the questionnaire 
method of obtaining opinions is limited by the 
difference in interpretation of the questions by 
those attempting to answer them as well as the 
interpretation by the reviewer of the answers 
received. In addition, the system of transposing 
an opinion into a figure to demonstrate the rela- 
tive importance of the opinion (or item dis- 
cussed) is new, it is believed. The value of such 
a combined device is, however, obvious. It is 
hoped that formal medical societies, associations, 
or other groups can refine and develop the pro- 
cedure so that it can be used in connection with 
many subjects confounding the medical and 
legal professions, as well as the public at large. 
It is suggested that specialty boards could poll 
their entire memberships on important questions. 

It is hoped, in particular, that this study proves 
to be of value to plaintiffs, defendants, doctors, 
attorneys, and juries engaged in trying damage 
suits involving alleged disc injuries, so that 
justice to all will be more prevalent. Justice is 
not served by twisting words to make them ap- 
pear as honest facts. It is, of course, necessary 
for an attending physician or surgeon to estab- 
lish a “presumptive diagnosis” based upon clin- 
ical information plus that produced by the afore- 
mentioned techniques, if he intends to effect a 
cure by either conservative or operative proce- 
dures; but when testifying prior to actual opera- 
tion, the jury should be advised that the diag- 
nosis is “presumptive” and not “confirmed.” 

When the hypothetical question is used, the 
honest doctor will make certain the jury is ad- 
vised that the accident described ‘could or 
might be related to the injury and also that it 
might not be related to the plaintiff's complaints.” 
This is true with a confirmed diagnosis but es- 
pecially true when dealing with the “presumptive 
diagnosis.” The truth, the whole truth, and noth- 
ing but the truth pertains to all witnesses who 
take the stand and, by adhering to this principle, 
justice will become a reality. 

A realistic review of the present-day situation 
does not reveal any trend toward honesty on the 
witness stand; rather it is apparent that the 
opposite is true. More and more examples of ex- 
aggerated and untruthful testimony are coming 
to light each day. The problem is one which right- 
fully deserves the attention of the medical pro- 
fession as a whole and those specializing in in- 
dustrial cases (wherein the abuse is most wide- 
spread) in particular. It is sincerely hoped that 
the medical associations, societies, and boards 
will give serious thought resulting in a definite 
action restraining those guilty of infractions of 
ethics and of practices contrary to their oath. 

(59 E. Van Buren Street.) 
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The Ramazzinians 


The Fifteenth Year and Ninth Rendezvous 


HE 1954 “Little Modena” of the Ramazzinians 

was Plantation Harbor deep in the Keys be- 
low the Florida coast. This facility and all facili- 
ties for the year were provided by the current 
servants, Drs. George Gehrmann and Willard 
Machle. The Ramazzinians present, together with 
their guests, furnished the allowable complement 
of 31. 

No Ramazzinian as an individual, nor the 
group in its entirety, fully grasps the power that 
yearly brings together this assemblage of these 
physicians all well burdened with their respec- 
tive stints in occupational health the country 
over. Yet they come, and their coming will not 
be denied. It is possible to describe a Ramazzinian 
but never to define one. It does not follow that 
every physician in occupational health however 
scientific in attainments or however socially and 
culturally adroit is qualified. The undefinable co- 
hesion—the veritable Dejanira shirt-—-appears 
to reside in the seeking of the stark and un- 
adorned facts of occupational health from peers 
stripped at least for the time being of all guile, 
self-seeking or machinations. 

The writer of the Apochryphal Ecclesiastus, 
whoever he may have been, had no Ramazzinian 


in mind as he wrote, but somewhat closely he 
touched him when he penned: 


HE wisdom of a learned man cometh by op- 

portunity of leisure; and he that hath little 
business shall become wise. 

“How can he get wisdom that holdeth the 
plough, and that glorieth in the goad, that driveth 
oxen, and is occupied in their labours, and whose 
talk is of bullocks? 

“He giveth his mind to make furrows; and is 
diligent to give the kine fodder. 

“So every carpenter and workmaster, that 
laboureth night and day; and they that cut and 
grave seals, and are diligent to make great vari- 
ety, and give themselves to counterfeit imagery, 
and watch to finish a work. 

“The smith also sitting by the anvil, and con- 
sidering the iron work, the vapours of the fire 
wasteth his flesh, and he fighteth with the heat of 
the furnace; the noise of the hammer and the 
anvil is ever in his ears, and his eyes look still 
upon the pattern of the thing that he maketh; he 
setteth his mind to finish his work, and watcheth 
to polish it perfectly. 

“So doth the potter sitting at his work, and 


Some of the Ramazzinians in attendance. 
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Plantation Yacht Harbor on Plantation Key, Florida 
site of 1954 Ramazzini sessions. 


turning the wheel about with his feet, who is 
always carefully set at his work, and maketh all 
his work by number; 

“He fashioneth the clay with his arm, and 
boweth down his strength before his feet, he 
applieth himself to lead it over; and he is diligent 
to make clean the furnace. 

“All these trust to their hands; and every one 
is wise in his work, 

“Without these cannot a city be inhabited; and 
they shall not dwell where they will, nor go up 
and down; 


Servants for the year: Drs. Willard Machle and George 
Gehrmann. 


A well-appointed auditorium is not requisite to a suc- 
cessful medical meeting. 


Dr. Rafael Penalver, the 1954 Ramazzini Orator. 


“They shall not be sought for in public coun- 
sel, nor sit high in the congregation, they shall 
not sit on the judges’ seat, nor understand the 
sentence of judgment; they cannot declare justice 
and judgment; and they shall not be found where 
parables are spoken. 

“But they (those 
state of the world and 
the work of their craft.” 


will maintain the 
their desire is in 


others ) 
(all) 


[DEPARTING from the ecclesiastical and only pro- 
fessing to penetrate the minds of the Ramaz- 
zini Society members, it may be believed that 


The scientific discussions were unplanned and informal. 


Industrial Medicine and Surgery 


| 

gt” 

bey 
t 
| 
{ 
\ 
| 
|. 

| 
f 4 
ve 
Ss 

4 @e {i + 

42 


Serious moments. 


Photos by Dr. Harley Krieger, “Official Photographer.” 


their infrangibility stems from such essences as 
these: the ability to see themselves shorn of all 
the artificial protective shells with which men 
inevitably clothe themselves in adjustment to the 
impositions of life. Few men are the men that 
they as boys contemplated. As a well sintered 
Ramazzinian, he finds traces of the boy’s man. 
To a degree he may reassemble himself to the 
boy’s specifications. And more, in the unplanned 
talks, 75°, of the listeners can understand 50% 
of the basic occupational health pronouncements. 
Where else may this be achieved? Agreement is 
not requisite, and hearty derisive rejection is the 
order. Deceit is scorned, but raucous scientific 
belittlement becomes a fine art. Unexpected sci- 
ence puts in its appearance, and scientific un- 
expectedness takes its turn. Withal there is the 
leisure; the unscheduled hours of “little busi- 
ness.”” Out of such comes wisdom, or the oppor- 
tunity for wisdom, and the world of occupational 
health profits. 

All this revealment into the innermost of the 
Ramazzini Society may be labeled as treachery, 
so let there be resort to the often-stated: “The 
Ramazzini Society has no objectives and no pur- 
poses.” There is the one exception—the Annual 
Oration. This year’s address, entitled “Manganese 
Poisoning,” was presented by Dr. Rafael Pefial- 
ver whose own investigation of that disease in the 
clinic and the laboratory fully qualified him with 
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Servants for 1955: Drs. George Wilkins and Robert C. 
Page. 


authority, and whose social graces led him into 
the warmth of the Society. The two combined 


made him the newest ‘overseas’ member of the 
group. His oration appears as the lead article 


of this issue. 


‘HE Ramazzini Society is no counting house of 

occupational health, and nowhere is there such 
a counting house, but wherever it assembles that 
place becomes an honest temple with its shrines 
Those undiscernable shrines for the next year 
were turned over to the new servants, Dre 
George Wilkins, of Boston, and Robert Page, of 
New York. 
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RANKFORD Arsenal, one of the Army’s largest 

establishments, operated by the Ordnance 
Corps in Philadelphia, was acclaimed on Novem- 
ber 17, 1954, for providing employees with “the 
best kind of constructive health service, aimed at 
keeping workers well and cutting the incidence 
of accident and disease.” 


Left to right: Glenn S. Everts, M.D., Brigadier 
General Joseph M. Colby, and Laurence P. 
Devlin, M.D. 


Frankford Arsenal Certified 
by Occupational Health Institute 


as “a dramatic contrast to the old-fashioned 
company medical service which was little more 
than a first-aid station, seen only by the sick or 
injured employee.” 


*EORGE H. GEHRMANN, M.D., Associate Medical 
Director of the Du Pont Corporation and a 
Trustee of the Occupational Health Institute, was 
the principal speaker, drawing upon a wealth of 
material accumulated in 40 years as head of Du 
Pont’s Medical Department. He stressed the im- 
portance of annual health inventory examina- 
tions, such as are given by his department to 
over 90% of the Du Pont employees. “There is 
no overstating the value of a program like this,” 
he said. “Here is a way to detect disease, whether 
‘ancer, heart, diabetes or many other conditions, 
in time for something constructive and curative 
to be done. It is impossible to measure the net 
benefits of such a program in terms of improved 
employee morale, efficiency and productivity, and 
reduced absenteeism, labor turnover, and com- 
pensation insurance premiums. But the most im- 
portant benefit is seen in what programs like this, 


At ceremonies in Philadelphia the Arsenal 
was presented with the Occupational Health In- 
stitute’s Certificate of Health Maintenance, sig- 
nifying that the health service meets the stand- 
ards set by the Industrial Medical Association. 

The Certificate was presented to Brigadier 
General Joseph M. Colby, Commanding, by Glenn 
S. Everts, M.D., Regional Consultant of the Oc- 
cupational Health Institute. In accepting the 
honor, General Colby said that credit was due 
the Arsenal's entire working force, and particu- 
larly the medical staff, headed by Laurence 
P. Devlin, M.D., Medical Director. “To carry out 
a program of this kind, management can only 
provide the facilities and staff. The medical 
schools and hospital teaching centers must pro- 
duce skilled doctors, nurses and technicians im- 
bued with the philosophy of preventive medicine 
as well as an understanding of industry and its 
problems. Employee Utilization Branch must 
help educate people to use Arsenal facilities and 
take advantage of opportunities for voluntary an- 
nual health inventories. Management must be 
interested in and enforce the periodic health ex- 
amination program to eliminate adverse effects 
of handling toxic or hazardous materials. Man- 
power is vital and must be preserved.” 

General Colby described the Arsenal’s program 
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Left to right: George Gehrmann, M.D., Trustee, 
Occupational Health Institute, and General 


Joseph M. Colby, Commanding Frankford Ar- 
senal. 
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in plants and offices throughout the country, could 
mean in terms of community health and national 
production, strength and security.” 

The Occupational Health Institute, established 
under the joint sponsorship of management and 
medicine, is a non-profit organization with head- 
quarters at 6 East 39th Street, New York 16. Its 
purpose is to help management to establish sound 
health practices and programs, and to accredit 
those meeting standards. To be accredited, com- 
panies must (1) have a stated medical policy; 
(2) perform preplacement medical examinations; 
(3) perform periodic physical examinations on 
all employees exposed to industrial hazards; (4) 
have available facilities for voluntary annual 
physical examinations for all employees; (5) 
maintain a competent consulting staff; (6) give 
attention to sanitation, safety precautions and 
industrial hygiene; (7) have the chief medical 
officer or adviser report to some responsible mem- 
her of management who is conscious of and 
familiar with managerial interpretation of med- 
ical policy; (8) maintain a well-equipped dis- 
pensary for emergency care as well as for pre- 
placement and periodic examinations; and (9) 
have medical and nursing personnel who are 
graduates of accepted schools of learning and who 
are in good standing and properly licensed to 
practice. 


Alt ECHELONS of Army Medical Service were 

represented at the ceremonies by Colonel Dix- 

on Holland, M.C., Chief of Occupational Medicine 

of the Surgeon General's Office; Colonel Francis 

P. Kintz, Surgeon, Second Army; and Lieut. 

Colonel Irvine H. Marshall, M.C., Preventive Med- 
icine Division, Second Army. 

Dr. Devlin, the Arsenal’s Medical Director, is 

a Colonel in the Medical Corps Reserve, assigned 


Educating the Private Practitioner 


to Second Army Headquarters Augmentation 
Unit, and is on the faculty of the Woman's Med- 
ical College, Philadelphia, as Associate in Occu- 
pational Medicine. 

Colonel Kintz, commenting upon the quality 
of health service available to employees of Frank- 
ford Arsenal, expressed the hope that all indus- 
trial medical programs under the professional 
supervision of his office will soon be in a similar 
favorable condition. 

Colonel Holland, who has been working jointly 
with the Navy and Air Force Medical Services 
to attain uniformity in Armed Forces civilian 
employees health programs, stated that the 
Armed Forces will be able to compete favorably 
with private industry in this field as soon as they 
are in a position at local level to secure profes- 
sional men with the proper qualifications and 
motivations. Occupational medicine is a relatively 
new specialty, and the Surgeon General, who is 
always alert to conservation of manpower, has es- 
tablished an office to assist and advise Army Sur- 
geons in this field. 


OF December 
Health Maintenance 


Certificate of 
awarded by 


31, 1954, the 
had been 


the Occupational Health Institute to 31 com- 
panies. 
Sometimes the Award was given at a pub- 


lic presentation. Kimberley Clark Corporation, 
Memphis, Tennessee, Lever Brothers Company, 
Saltimore, Maryland, Sperry Com- 
pany, Great Neck, Long Island, and United Par 
cel Service, New York City, are among the recip- 
ients of the Certificate who made the presentation 
a matter of ceremony. These are in addition to the 
United Nations Medical Service (Indust. Med, & 
23:9, 411 (September) 1954) and the 


Gyroscope 


Surg., 


Frankford Arsenal. 


| ponerse because of current interest in direct medical service plans sponsored by 
unions or management, an important Committee on Medical Care Plans for Indus- 


trial Workers has been developed jointly by the Council on Industria! Health and the 
Council on Medical Service. Originally, major effort was directed at cash sickness bene 
fit programs such as now are operative in Rhode Island, California, New York and 
New Jersey. Surveys have been made of union health and welfare programs, and our 


interest is now extending into the management-sponsored programs. 


Also, since sick 


ness absenteeism looms so large as a factor in industria! production, this committee has 


been assigned the task of investigation. A ready solution is not apparent but one course 
is clear, namely, to keep the lines of communication open between private and industrial 


physicians. Since the private practitioner in almost every instance is the arbiter, it be 


comes necessary to educate him relative to the importance of improved standards in 
regard to certifying lost time from illness. We recognize this is a long-range educational 


program. The Industrial Medical 


Association has 


indicated its willingness to assist, 


through documentation of various undesirable practices. 
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A Report hy 


OCTOBER 19, 1954, MRS. MAR- 
GARET 8. HARGREAVES assumed © 
her duties as Executive Director 
of the American Association of 
Industrial Nurses. MRS. HAR 
GREAVES comes to AAIN from the 
Liberty Mutual Com- 
panies where she held the position 
of Division Health Consultant. 
Prior to her 10 years with Liberty 
Mutual, she worked as plant nurse 
for Pepsi Cola Company, Long 
Island City, and Gimbel’s Depart 
ment Store, New York City. She 
also has bad varied organizational 
experience in the New York City 


Insurance 


Industrial Nurses Club and the New York State 


Association of Industrial Nurses, and, most recent- 
ly, has been on the Board of Directors of AAIN. 
She succeeds Mrs. Gay Merrihue who is retiring 
after serving as Executive Director since 1944. 


AAIN Professional Standards Committee 
"THE Professional Standards Committee of the 

American Association of Industrial Nurses is 
currently conducting its periodic review and re- 
vision of material which has been prepared by 
the Committee and published by the Association. 
This work has been divided into separate projects 
which were assigned to four Area Sub-Commit- 
from the Industrial Nurses 
Philadelphia, the Michigan State Association of 
Industrial Nurses, Texas State Industrial Nurses 
Association, and Southern California Industrial 
Nurses Association 

Project 1—Revise and develop the “Qualifica- 
tions of an Industrial Nurse” to set forth criteria 
for judging industrial nurses. 

Project 11-—Revision of “Duties and Responsi- 
bilities of the Industrial Nurse” to define and set 
forth criteria for judging the assignments and 
performances of industrial nurses in a_ specific 
job situation, 

Project I11—Detfine and set forth the objec- 
tives of the industrial nurse in planning, develop- 
ing and operating a nursing service in industry. 

Project 1V—Study and set forth criteria 
whereby a nursing service in industry may be 
evaluated in the light of a theoretically ideal 
nursing service program. 


tees Association of 


Educational Programs 

‘T"HE LOCAL and state associations of AAIN have 
been active in presenting educational programs 

on industrial nursing for their members. The pro- 


American Association of Industrial Nurses 
EDNA MAY 
Field Consultant 


New Y ork City 


Mrs. Hargreaves 
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grams were planned to assist new 
and experienced industria! nurses 
working alone or under supervi- 
sion in small or large plants. The 
general purpose was to develop a 
new awareness of how the indus- 
trial nurse may function in her 
own work situation, It felt 
that the new knowledge the nurse 
would gain should broaden her 
thinking, strengthen her position, 
and help her promote better health 
and welfare for em- 
ployees, employers, and the com- 
munity. The programs which have 
been completed are: 

October 8-9, 1954: Symposium on Industrial 
Nursing presented at Union University, Schoo! 
of Nursing, Albany, New York, by the New York 
State Association of Industrial Nurses, Union 
University School of Nursing, and Liberty Mu- 
tual Insurance Companies. 

October 23 and 30, 1954: Industrial Nursing 
Institute presented at the Catholic University of 
America, Washington, D.C., by Catholic Univer- 
sity and the Metropolitan Washington Industrial 
Nurses Association. 

October 29-30, 1954: Industria! Nursing Insti- 
tute presented at St. Louis University School of 
Nursing, by the St. Louis Industrial Nurses As- 
sociation and St. Louis University. 

October 29-30, 1954: Symposium on Industrial 
Nursing presented at Furman University, Green- 
ville, South Carolina, by the South Carolina In- 
dustrial Nurses Association, Furman University, 
and Liberty Mutual Insurance Companies. 

November 6,13,20, 1954: Symposium on Indus- 
trial Nursing presented at Baylor, Texas, by the 
Houston Branch of AAIN, Baylor University, and 
Liberty Mutual Insurance Companies. 

Among the topics covered by the various pro- 
yrams were: 

Recent Advances in Medicine and Surgery as 
Applied to Industrial Health. 

The Industrial Nurse’s Role in the Preventive 
Approach to Industrial Health. 

Use of Community Resources. 

Workmen's Compensation. 

Rehabilitation. 

Industrial Medical Records and Reports. 

Health Guidance in Industry. 

Inter-Personal Relations in Industry. 

Legal Aspects of Industrial Nursing. 

Development, Administration and Supervision 
of Industrial Nursing Services. 
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Absenteeism. 
Fundamentals of an 
Program. 

Industrial Hygiene. Industrial Safety. 

Counseling. 

Occupational and Non-Occupational 

The programs were well-attended and well re- 
ceived by the industrial nurses, many of whom 
asked that similar programs be repeated. There 
was considerable interest in the discussions on 
recent advances in medicine and surgery, coun- 
seling techniques and human relations, compen- 
sation and legal aspects, records and reports, de- 
velopment and fundamentals of the industria! 
nursing service, and health education programs. 
The participants were especially enthusiastic 
about the opportunities for presentation and dis- 
cussion of individual questions and problems. 

At the annual state meeting, October 15-16, 
1954, the Michigan State Association of Indus- 
trial Nurses held a two-day session devoted pri- 
marily to the discussion of records and reports, 
workmen’s compensation, and legal aspects of 
industrial nursing. Although not officially classi- 
fied as an Institute, the meeting provided the at- 
tending nurses with concentrated 
material on the topics discussed. It has become 
the practice of MSAIN and other state associa- 
tions to make the annual meeting educational, 


Effective Plant Medical 


Diseases. 


considerable 


N JANUARY 25-26, the Fifteenth Annual Con 
QO gress on Industrial Health will take place at 
the Shoreham Hotel in Washington. The Council 
on Industrial Health of the American Medical Asso 
ciation is happy to share sponsorship on this occa 
sion with the Medical Society of the District of Col- 
umbia. Although there are few industrial physicians 
in the conventional sense in Washington, there are a 
sizable number who have a stake in the further de- 
velopment of health and medical care plans for in- 
dustrial workers. In any case, this Conference is in- 
tended to provide an opportunity for medicine, labor, 
management, and government to exchange views. It 
also points up the need for clearer understanding of 
motivations as between industrial physicians, private 
practitioners, and community health services. 

A special effort is made at these conferences to 
attract attendance from state medical societies and 
from the professional societies directly concerned. 
A number of agencies in Federal are 
prominently engaged in the industrial health field 
and the selection of Washington as a meeting ground 
provides an opportunity to observe these workings 
at closer range. 

This Fifteenth Congress is primarily concerned 
with the need for freer communication. The opening 
general session will discuss the role of medicine in an 
industrial society, both in terms of newer tech- 
niques and social consequences. The Council on In- 
dustrial Health regards this area as of vital concern 
to medicine and is asking on this occasion the advice 
of management, labor, and official agencies. 

The remainder of the time will be devoted to group 


government 
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Fifteenth Annual Congress on [Industrial Health 


along with conducting the necessary business 

Efforts are being made further to meet the ed 
ucational needs of industrial nurses. Evidence of 
this is seen in the programs planned for early 
1955, New York University, in cooperation with 
the New York City Industrial Nurses Club, will 
present its third Lecture Courses series in March 
The Long Island Industrial Nurses Association, 
with Adelphi College, will give a Lecture Series 
in February and March. The Detroit Industrial 
Nurses Association is collaborating with the De 
troit Industrial Physicians Club which initiated 
a Lecture Series to be presented in various plants 
by the plant physicians. The Detroit nurses are 
particularly pleased to have this support and co 
operation of the industrial physicians. The first 
repeat performance of a symposium will oceur 
in May, 1955, when the Massa ‘husetts Industrial 
Nurses Association will present its second Sym 
posium on Industrial Nursing in Boston 

It is the aim and purpose of the American As 
sociation of Industrial Nurses to continue to 
stimulate and support the local and state associa 
tions in such educational endeavors as are now 
being made. With each institute, sym»osium, le 
ture series, or other type of educational program, 
more nurses are made aware of the challenges 
facing the nurse in industry for the improvement 
of industrial health. 


with 


One such group will be concerned 
more effective of industrial 
factor in community health. In so doing, especial at 
tention will be paid to a reappraisal of the present 
health status of the working population and what is 
needed by the associated professional groups to do a 
better job. Also in consideration of the rapidly broad 
ening area of negotiated health benefits, this 
will explore the relations between industrial medi 
cine and the economics of medical care and will at 
tempt to determine if it is desirable at the present 
time to set up some form of joint agency intended to 
advance industrial health. 

Another group discussion will look searchingly at 
the impact of the atomic energy industry on com 
munity life. There are pending decisions of great 
relative to the selection of sites for 


discussion. 


use health as a major 


yroup 


moment atomic 
energy reactors. There will be health problems asso 
ciated with normal operation as well as the possi 
bility of accidents and disaster. Perhaps of mor 
widespread significance will be the use of isotopes in 
industry, in radiochemical processing and in medica! 
practice, The record of the Atomic Energy Commi 
sion so far suggests that the transition from govern 
ment to private control will take place with clear 
understanding of the industrial and 
health aspects. 

The third panel will the 
occupational disability. Involved are a reappraisal of 
workmen’s compensation in terms of the rising im 

survey of the 
medicine should occupy in this area, both profession 
ally and as citizens in an industrial society 


community 


consider challenge of 


portance of rehabilitation and a role 
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President's Page 


#8 SEVERAL of the Regional Consultants of the 

Occupational Health Institute have asked for 
additional inforraation in regard to their par- 
ticular assignments, the following is called to the 
attention of all concerned, 

The program of professional evaluation of 
medical services in industry is definitely a func- 
tion and duty of the Industrial Medical Associa- 
tion. Standards are set by a Committee of the 
IMA. The Committee reports to two directors, 
who in turn present their recommendations to 
the entire board for appropriate action. 

The President and the President-Elect of the 
IMA are Trustees of the OHI, and it is their 
duty to explain to the Board of Trustees the 
needs and recommendations of the IMA. 

One of the purposes of the OHI is to obtain 
funds necessary to carry out the individual evalu- 
ations of medical facilities upon request. 

At least the services of one full-time profes- 
sional person are required to formulate a co- 
ordinated plan of action. In the interim, and in 
a conscientious effort to live up to the commit- 
ments made by the officers of the IMA in the past, 
it has been considered advisable to ask for assist- 
ance from the leaders of industrial medicine in 
the field who have shown interest in the activities 
of the IMA. Each individual so approached 
District Counselors as well as others—has been 
asked to assist purely on a voluntary basis. 

It should be understood that no member of the 
IMA whose own medical unit has not been pre- 
viously certified by the OHI would be eligible to 
act as Consultant. Further, no Consultant would 
be asked to survey a unit having an employee 
medical service known by him to be lacking in 
respect of one or another of the IMA minimum 
standards unless the Medical Director of that 
unit requested such a survey with the purpose 
of seeking advice and guidance as to how his par- 
ticular service might be improved. In other words, 
the Regional Consultant is ready to give the unit 
requesting advice the benefit of his experience. 
Final decision as to whether certification is 
awarded rests, in the last analysis, with IMA. 

It is neither the intent nor purpose of the OHI 
to supplant any existing agencies in the field who 
act as consultants on a_ fee-for-service basis. 
Where medical facilities exist, the OHI will eval- 
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uate them in terms of “existing minimal stand- 
ards.”’ For required advice over and beyond this, 
reference to accepted agencies will be made. The 
following communication will illustrate this 
point: A member of the OHI writes to headquar- 
ters, “ . who can we get to come into our plant 
and make an accurate determination of: (1) The 
amount of dust in the air. (2) Its intimate char- 
acter. (3) Whether it is harmful in these com- 
binations. And (4) to counsel with us in regard to 
the elimination of this dust.” 

OHI headquarters’ reply: “In response to your 
letter of December 17 we would suggest the fol- 
lowing three organizations as possible sources 
for the particular survey you require. 

“1. Industrial Hygiene Foundation of America, 
Mellon Institute, Pittsburgh. This organization 
is well equipped and has competent personnel for 
field work. They are in a position to develop all 
of the information necessary in answering this 
kind of problem. Their services are available on 
a fee basis. 

“2. Division of Industrial Hygiene, State De- 
partment of Health. A number of states maintain 
Divisions of Industrial Hygiene with personnel 
and facilities for field service to various plants 
in their respective states. It is probable that the 
services of this organization could be obtained 
without obligation or cost. Most of the states 
have competent people and do creditable work. 

“3. (Here is mentioned the name of a private 
consultant firm of industrial hygienists in the 
area from which the inquiry came.)” 

Any Consultant, as a representative of IMA 
and OHI, renders his service in a philanthropic 
manner in accordance with the basic commit- 
ments of the AFOH, now the OHI. 

As soon as enough doctors in industry under- 
stand the purposes of the OHI and become active 
members-—-only 1,000 memberships at $100 are 
required—the field of industrial medicine in terms 
of managerial appreciation and understanding 
will reach a new and long overdue high in occupa- 
tional health affairs. 
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Letters 


Testimony in Personal Injury Suits 

© THE Epitor: Elsewhere in these pages there 
§ fol an article by Bruce H. Smith on “The 
Intervertebral Dise in Forensic Medicine.” This is 
well worth reading by all members of the Industrial 
Medical Association and all doctors and lawyers who 
are engaged in any phase of medicolegal work. It 
suggests an approach to a controversial subject in 
surgery, an approach which is new and which may 
represent the best way to obtain a “majority opinion.” 

This article touches on another situation which in- 
volves some very dirty linen in the medical profes- 
sion. It may be that this linen will require a public 
washing before it is clean; however, associations 
of various corporations are attacking the problem 
as it should have been attacked long ago, and it 
may be that their work, with the cooperation of 
various medical groups, will save our profession 
from having publicly to acknowledge that there are 
rascals in our midst. Campaigns against “ambulance 
chasing” by the legal profession are well-known and 
the evils of this practice do not need to be discussed. 
What the general medical profession does not realize 
is that the clever and often unscrupulous personal 
injury attorney, who collects exorbitant fees from 
large settlements and jury verdicts, can accomplish 
his objectives only by the testimony of one or more 
physicians, 

In one large city in the Middle West there are 
only five or six of these “professional medical wit- 
nesses”’ who repeatedly appear on the witness stand 
in support of the claims made by the same group of 
claims attorneys. These doctors may see the injured 
man once or twice, one or two years after his in- 
jury. By that time his well-considered and often 
well-coached complaints are glibly recited to the 
doctor chosen by his attorney; and this doctor, in 
turn, recites all of the subjective symptoms to the 
jury which is urged to accept them as the truth. 
Some of these doctors have an excellent professional 
and hold high positions in medical 
schools and associations. Their court activities are 
generally unknown by the profession or the public, 
but are well recognized by all unscrupulous claims 
attorneys and by the big corporations who are called 
upon to defend innumerable claims for huge dam- 
ages in cases that should have been settled on a just 
basis months before. 

One such physician made the statement that when 
an attorney sends him a client with a personal in- 
jury damage suit he is expected to “find something 
wrong with the patient.” 

Time and again these doctors have testified under 
oath in court that a certain man was permanently 
and totally disabled. Yet the record may show that 
the disability has completely ceased within a few 
months following settlement of the case and the in- 
jured man has returned to the same work or a job 
similar to that in which he was engaged prior to his 
accident. In the past, few of our larger corporations 
have attempted to follow these men and have con- 
sidered the closed when the final settlement 
Today, however, a large group of 
corporate defendants is attempting to follow these 
men, especially in where the extent of the 
disability was questioned and where a large settle- 
ment was effected. They have already accumulated 
a large amount of evidence indicating that this small 


background 


case 


was accepted. 


Cases 
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group of habitual professional testifiers are either 
wholly incompetent to determine a man’s actual 
disability, or are unmitigated liars and a disgrace 
to their profession. There is reason to believe that 
when sufficient evidence has been accumulated and 
presented to these doctors, or the medical societies, 
or the courts, their wings will be clipped and they 
will be forced to discontinue their unethical activi 
ties. 

Some may say that this campaign should 
been conducted by the ethical relations committee of 
our various medical organizations. Many of these 
committees would undoubtedly be willing to do this 
job and will do it when the evidence is submitted 
to them. It is obvious that only associations com- 
prised of many companies are in a position to collect 
this evidence based on a large number of such cases 
from a variety of This campaign can be 
endorsed by everyone who is really interested in 
justice to all concerned. Our patients, their employ- 
ers and the ethical members of the medical and legal 
professions should cooperate in every way with this 
CHestTer C, Guy, M.D. 


Kooks 
"Top Book" 


ODERN OCCUPATIONAL MEDICINE: A. J. FLEMING, 
M c. A. D'ALONZO, Editors. Lea & Febiger, Phila- 
delphia, 1954, pp. 414, $10.00. 

Pleasing to all, this book was dedicated to Dr. G. 
H. Gehrmann at the time of his retirement and in 
this language: “This book is dedicated to Dr. G. H. 
Gehrmann, Medical Director, FE. I. du Pont de 
Nemours & Company, upon his completion of 39 
years of faithful and devoted service in the fleld of 
occupational medicine. The Editors, Associate Edi 
tor, and most of the Contributing Authors, all have 
had the benefit of his guidance and stimulating lead- 
ership. Although a contributing author to this text, 
Dr. Gehrmann was unaware that our modest effort 
was to be dedicated to him. 

“A pioneer in the field of occupational medicine, 
and a champion of its progress, Dr. Gehrmann will 
always be remembered by us as a gentleman, scholar, 


have 


sources, 


program. 


inspiring leader, and valued friend. 

“We dedicate this effort to him in commemoration 
of our esteem and gratitude.” 

At all times the stack of books on occupational 
health has a top book, and not necessarily the last 
publication. This present book rightly is the top book 
and it may be a long time before it is displaced by 
any better one. While this book wholly is the prod 
uct of a staff of 20 persons identified with the Du 
Pont Company, and foremostly reflects the experi 
ence and thinking of the Du Pont Company, studied 
ly it has been so prepared as to be useful wherever 
industrial occupational health is a consideration and 
wherever it should be a consideration. Its contents 
are reflected by a listing of the major chapter head 
ings: “The Evaluation of Medical Services in In 
dustry”; “History of Industrial Medicine’; “Ad- 
ministration, Functions, Location, Personnel, Lay 
out, and Equipment”; “Medical History end Physi 
cal Examinations’; “Medical Records: Their Pur- 
pose, Value, and Study”; “Preventive Medicine in 
Industry”; “Research, Toxicological Methods, 
Plant Surveys”; “Protective Clothing for the Chem 
ical Industry”; “The Functions of the Industrial Hy 
Laboratory”; “Immunizations in Industry”; 


and 


giene 


49 


> 

i 
Bie 

‘ 


“Temperature, Humidity, and Air Movement”; “In- 
dustrial Noise’; “Radiological Hazards”; “Fatigue”; 
“Medicolegal Aspects of Occupational Medicine’; 
“The Rehabilitation of the Alcoholic in Industry”; 
“The ‘Occupational Back’ ”’; “Surgical Considerations 
in Industry”; “In-plant Feeding in Industry”; “The 
Nurse in Industry”; “Sanitation, Water Supply and 
Pollution, Washing Facilities, Toilet Facilities, Sew- 
age Disposal, and Atmospheric Pollution”; “The 
Chemist and Occupational Medicine’; “Safety in 
Industry”; “Practical Application of Psychiatry to 


Industry”; “Effective Discipline Promotes Mental 
Health”; “Chemical Health Hazards”; “Insecti- 
cides”; “The Carotid Sinus and Chemicals Which 


Affect It”; “Tetraethy! Lead”; and “The Problem 
of Acute Poisoning 

From the first page to the last, the emphasis of 
this book is on prevention, This attitude is observed 
in the Foreword in this language: “Preventive medi- 
cine has been, and always will be, the most desira 
ble and successful approach to the diseases of life. 
While preventive, industrial medical measures have 
accomplished much toward improving and protect- 
health of our workers, much re- 
mains to be done. With the advancement of modern 
chemical science, many new problems will be created. 
The application of existing knowledge to the new 
methods and procedures can be useful in devising 
safe procedures in both old and new plants.” 

Bold is that physician who undertakes the 
sentation of any substantial portion of the early his- 
tory of occupational health. So many errors have es- 
tablished themselves as seeming facts that the truth 
often lies submerged in error. This book, in its his- 
toric section, introduces some misstatement, or doubt- 
ful statements, that do not deserve repetition in fu 
ture editions or other books. In that historical chap 
ter this language appears: “In 1776, Benjamin 
Franklin established that the condition which he 
called ‘West India gripes,’ or ‘dry gripes,’ was really 
lead colic due to the drinking of rum prepared in 
stills in which the heads and worms were made of 
lead. The Commonwealth of Massachusetts then 
promptly banned the use of lead for this purpose.” 

The facts are that it was in 1723 that the still 
heads and worms episode occurred and the action 
taken was not by the Commonwealth of Massachu 
setts which did not then exist, but by the Massachu- 
Bay Colony and at a time when Benjamin 
Franklin was but 17 years of age, and it was not 
established that Benjamin Franklin was a _ partici- 
pant in the discovery. 

On the same page, the historian in paying tribute 
to Charles Turner Thackrah properly observes that 
his span of life was 1795-1833. Yet, in the next 
paragraph it is recorded that in 1837 Thackrah dis 
cussed knowingly an array of undesirable working 
conditions. That, if true, would be writing from the 
grave. That book was written in 1822. 

In acknowledging a cathedral of eminence within 
the Industrial Medical Association, as tokened by 
the Knudsen Award, the recital of recipients fails 
to include Drs. Legge, Burnell, and Hamilton 

The publishers, in proudly presenting this book, 
make use of this language: “This complete work 
presents highly dependable information that is use- 
ful to every doctor in or about to enter industrial 
value to executives, 


ing the lives and 


pre- 


setts 


practice. It is of exceptional 


plant managers, safety engineers, physicians in pub- 
lic health work, insurance doctors, lawyers, nurses, 
and dietitians.” 


The publishers are right. This is a superb book. 
All occupational health acclaims this meritorious 
book and its distinguished contributors. Even more, 
the world of occupational health pays tribute to the 
EK. I. du Pont de Nemours Company for its long 
standing farsightedness in creating the medical 
services from which this book sprang. 


Environmental and Occupational Factors 

ETOLOGIE UND PROPHYLAXE DES LUNGENKREBSES 
A F. LICKINT: Beitrage zur Krebsforschung. -Vol. 
2. Dresden, Theodor Steinkopff, 1953, p. 212. 

This monograph on lung cancer presents the vari- 
ous aspects of this problem under three main head- 
ings: increase in the frequency of lung cancer, its 
etiology, and its prophylaxis. The first part consists 
of nine chapters in which the epidemiologic pattern 
of the increase in lung cancer frequency, its occur- 
rence in different countries, its sex distribution, the 
influence of increased aging of the population on lung 
cancer frequency, the effect of improved diagnostic 
methods in this respect, the suspected actual num- 
ber of lung cancers, special aspects of pulmonary 
tumors (adenomas, sarcomas, reasons for preference 
of males, histologic types and role of congenital 
anomalies) are discussed. In the second part the role 
of various potential and actual causal factors is re- 


viewed—infectious agents, influenza, tuberculosis, 
syphilis, miscellaneous chronic inflammatory pro- 
cesses, rare parasites, chemical substances (soot, 


automobile exhaust fumes, generator gases, illumin- 
ating gas, mineral oils, petroleum derivatives, coal 
tar and asphalt, coffee roasting products, rubber, 
various irritative gases, vapors and fumes, war 
gases, non-specific dust, silicosis, asbestosis, beryllio- 
sis, siderosis, anthracosis, tabacosis, chromatosis, 
nickel, arsenic, cobalt, lead, mercury, urethan, 
quinones, formalin, acrolein, isopropyl oil, miscel- 
laneous chemical agents), occupational temperature 
changes, physical trauma, x-radiation, radioactive 
substances, radio waves, tobacco smoke). Since the 
author has been an early advocate of the cigarette 
theory, the epidemiologic and causal relations of 
tobacco smoking to cancer of the lung are discussed 
in great detail. The conclusion is reached that this 
habit represents an important factor in the produc- 
tion of lung cancer and its recent increase in fre- 
quency. As possible contributory or direct causal fac- 
tors related to tobacco smoking, special mention is 
made of nicotin, cigarette paper, cigarette lighters 
using benzene, low grade or adulterated tobacco, 
arsenical insecticides, perfumes, tobacco soot, to- 
bacco tar, carcinogenic hydrocarbons, and glycerin. 
The last part is devoted to brief discussions of the 
possible prophylactic and preventive measures which 
may be taken in connection with exposures to the 
various causal agents listed. An extensive biblio- 
graphy is attached. It contains very few references 
from Russian To the American reader it 
may be interesting to hear that according to official 
Russian statements there do not exist any industrial 
lung cancer hazards in Russia nor has there been 
observed during recent years any appreciable in- 
crease in the number of lung cancers. Lickint, how- 
ever, points out that there was apparently an early 
and marked rise in lung cancer in Russia in former 
years attributable to the wide-spread habit of cigar- 
ette smoking. While one may disagree with some of 
the conclusions reached, the monograph provides 
valuable data on the lung cancer problem, and should 
be of distinct interest to industrial physicians. 
—W. C. HuEper, M.D. 
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This Amazing Industrial Culture 


0 ASTUTENESS is required to realize that those 
N who now live in the United States are in the 
unprecedented industrial culture. 
and difficult even for the nim- 
blest of minds—is fully to grasp all the ramifica- 
changed life imposed by 
readily available industrial products. 

The American Petroleum Institute, in a series 
of advertisements, admittedly in its own interests 
but illuminating withal, seeks to reveal the full- 
ness of the impact. One of the series is devoted 
to the altered life of the American farmer. Little 
thinking persons might be willing to believe that 
the farmer has been left scarcely touched by the 
surge of industrial pursuits. Just the opposite is 
true. In 1854 five man hours were required to 
produce a bushel of corn. Today that bushel of 
corn requires only four minutes of the farmer’s 


midst of an 
What is difficult 


tions of beneficently 


work time in a favorable season. The products of 
the average farmer today feed 15 persons while 
so recently as 1920 his labors fed only nine. In 
Indiana, an outstanding agricultural state, a mil- 
lion acres have been added to the land devoted to 
soy-bean crops. Why this shifting? The combine, 
that 
raising more profitable. Possibly of more sig- 
nificance is the fact that earlier, tens of thousands 


marvelous mechanism, has made soy-bean 


of those acres were required for food for the 
half million horses now never born on those In- 
diana farms and no longer needed. That change 
has made possible the feeding of half a million 
more cattle. Foremostly horses were but laborers, 
but cattle are a product. 

All the output efficiency of the 
farmer has increased 45% since 1940. Contribut- 
ing to this gain are the farmer’s 4,400,000 trac- 
tors, 940,000 combines, 2,500,000 farm trucks, 
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symbols of the ex 


and 4,500,000 automobiles. those machines 


are the products of industry 
ploding industrial culture. If by 1975, as predict 
ed, the American farmers will be called upon to 
200 nothing of 


million Americans to 


overseas mouths, those farmers are nearly ready 


feed say 
readied by industry, the farmers’ partner 
Take the farmers’ bettered lot as just one de- 

gree of the 360° on the circle. Then the full un 


folding of industrial culture begins to 


emerge. No life is left untouched. Every indus 


our 


trial physician and every other physician is find- 
ing, or will find, his own life and affairs yeared to 
this industrial which outstandingly 
he, like the farmer, will be a beneficiary. 


culture in 


Exit the Human Machine 


D' RING the early stirring decades of occupa- 
tional health, meaning this century's years 
up to about 1930, one of the eye-catching terms 


was the “human machine.”’ At least one book bore 
the title “The Human Machine and Industrial 
Efficiency,” and was written by Dr. Frederic 8. 
Lee in 1919. In its introduction the concept of 
the human body as a machine concisely is stated, 
and now is quoted; “It is pertinent to our present 
purpose to regard this human element, the com 
bined body and mind of the worker, as itself a 
There is nothing the 
worker in this conception; it is the customary 
which 


machine. derogatory to 


conception of physiological science, has 
learned to respect living substance above all other 
created things and yet finds it most helpful to 
regard every living body as a mechanism work 
ing according to the all 


mechanisms, but with its own specific ways of act- 


fundamental laws of 
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ing that characterize living in contrast to non- 
living substance. No other factory mechanism 
approaches this human machine in its intricacy, 
the perfection of the correlation of its working 
parts, its combination of delicacy and strength, 
and its adaptability to the work required of it.” 

Beyond debate, the human body is a machine. 
A superb one. Nearly everything the mechanical 
and electrical engineer has thrust into his amaz- 
ing and intricate machine devices, for ages faith- 
fully has served humankind—joints, valves, di- 
yestors, and synthesizers. As with 
other machines, wear and tear take their human 
toll; neglect exacts reprisals; rebuilding becomes 
a necessity; in time the span of services is spent. 

The early and long focus in industrial medical 
programs accentuated the machine functions of 
the industrial worker. The physician thought in 
terms of “efficiency,” “energy,” “fatigue,” “re- 
pair,” the total conservation of the machine. That 


separators 


was not blameworthy. That focus still is an essen- 
tial in any sound program, but it is monofocal. 
Maturity in occupational health calls for bifocals, 
or, better yet, multifocals. 


"THE industrial worker is not all machine. No 

machine of steel has ambitions, but the worker 
has. No machine of steel suffers from anxiety, 
but the worker may dwell in a private world of 
worry, discontent, and turmoil. No machine of 
steel has a family of little machines. No machine 
of steel standing in a row has the least concern 
about other machines nearby, but the worker has 
endless needs in relation to the other human ma- 
chines close at hand. Never ignoring the human 
machines, the industrial physician may well focus 
his eyes upon workers wholly apart from any 
semblance to machines. Therein lie the germs of 
alerted medical programs—programs for the in- 
visible worker. 

To a disturbing degree modern industry has 
stripped from the worker his sense of “belong- 
ing,” of “sharing,” of fitting into the beginnings 
and the ends. Apart from his own little work sec- 
tion, the worker has become a forlorn stranger 
in his own factory. He “wants in.”” He yearns to 
even 


think openly of “our factory,” “our plans,’ 
“our difficuities” which “we will surmount.” Hav- 
ing a clock number is a mighty poor substitute 
for the pride and joy of the now almost forgot- 
ten creative craftsmanship. 

Norbert Roberts, in his recent Industrial Hy- 
giene Foundation address, in his own way recog- 
nized these “Consider the 
breath-taking effect that it would have on most 
companies if their ‘average’ employee felt about 
the company for which he works exactly the way 
its top management feels, if he shared manage- 
ment’s interest in the company’s interests, man- 
agement’s pride in the company’s work, manage- 


same deficiencies: 


ment’s concern and enthusiasm for the company’s 
welfare, and management’s attitude towards the 
company’s goals.” 

Blind and groping is that industrial physician 
who argues that all this has nothing to do with 
medicine or health, that the creation of attitudes 
in the work group is a function of others far re- 
moved from the plant Medical Department. Part 
of that may be true. In some measure artificial 
and possibly only temporary, attitudes sometimes 
may be made to order. The greatly to be desired 
attitudes between workers and management must 
leap from the heart. Toward this the industrial 
physician may contribute toweringly. The begin- 
ning may come when the industrial physician 
ceases to be just a machinist. 


Do-It-Yourself Damage 


OT SINCE the heyday of “You Can’t Take It 
With You” has anything spurred hobby ac- 
like the current “do-it-yourself” flurry. 
may be that these home activities but 
commercial exploitation of deep re- 


tivity 
Well it 
represent 
sentment over exorbitant charges by craftsmen 
who perform trivial services and who rarely are 
available when the emergency arises. The painter 
flatly refuses to mix the exact shade wanted in 
the bedroom, and the electrician is off on his own 
Christmas holiday when the guests are in the 
parlor, the turkey in the oven, and miserably the 
electric stove goes haywire. Whatever the motiva- 
tion, a toll is being exacted. 

The clever safety engineers to a nicety may 
disclose the diurnal peak of home accidents, modi- 
fied as to age, sex, season, and weather. Their 
neat curves are being made to wobble and bulge. 
Physicians and hospitals everywhere are record- 
ing the “3:00 to 11:00 P.M.” peaks and a further 
upward thrust in the Saturday and Sunday home 
accidents. All this is the bloody by-product of 
“do-it-yourself’’—-what with band saws running 
in the basement, improvised scaffolding in the 
hallway, and solder pots in the bathroom. Power 
tools and claw hammers refuse to join in the 
festivity of do-it-yourself. In truth, the amateur 
is the preferred prey of all tools. And so—the 
mashed thumb, the severed tendon, the electricity 
burn. 

This may not be industrial, but it is occupa- 
tional emergency occupation. 
Still the pain is just the same as though the in- 
jury came from an on-the-job affront by a turret 
lathe—-but no compensation. ... 

The pain that inspired this comment was from 
a “do-it-yourself” assault upon a garbage disposal 
that refused to “dispose.” Pain, being the great 
motivator to action, provides the stern belief that 
the time is at hand for a new specialty—the “‘do- 
it-yourself” safety engineer. 
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New, Effective, 
Non-Mercurial 
Oral Diuretic 


STRUCTURE 
Mictine, brand of aminometramide, is I-allyl- 
3-ethyl-6-aminotetrahydropyrimidinedione. 
Mictine—result of years of research—is not 
a mercurial, xanthine or sulfonamide agent. 


ACTION AND EFFECTIVENESS 
Mictine inhibits reabsorption of sodium ions 
by the renal tubule. In therapeutic dosage it 
has not caused any effect on glomerular fil- 
tration rate, renal plasma flow, cardiac out- 
put, heart rate or blood pressure. 
Approximately 70 per cent of unselected 
edematous patients respond to Mictine. 


TOLERANCE 

Mictine is without serious toxic effects as 
used. It has not produced any alteration in 
the blood or blood-forming organs or in renal 
or hepatic function. At times headache or 
gastrointestinal symptoms (anorexia or 
nausea but rarely vomiting or diarrhea) have 
occurred, however, these effects may be re- 
duced to a minimum by giving Mictine on 
an interrupted dosage schedule. 


ADMINISTRATION 

Mictine is useful primarily in the maintenance 
of an edema-free state and in the initial and 
continuing control of patients in mild con- 
gestive failure. In such patients, dosage is 
one to four tablets daily with meals, in di- 
vided doses on an interrupted schedule. An 
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interrupted dosage schedule may be accom- 
plished by giving the drug on alternate days; 
or by its administration for three consecutive 
days and its omission for four consecutive 
days. 

Mictine also may be used for initial diuresis 
in more severe congestive states, particularly 
when mercurial diuretics are contraindicated. 
In these more severe congestive states, dos- 
age is four to six tablets daily with meals, in 
divided doses on an interrupted schedule 
similar to those mentioned above. 


SUPPLIED 
Uncoated tablets of 200 mg. in bottles of 100. 


*Trademark of G. D. Searle & Co, 


/ 

1 COLLECTING 1, 

N 
we 

\ 

t 

> 

i 

wi 
h lA 
| 

A | 

va 

Page 29 


FOR INDUSTRIAL USE 


PHOTOGRAPH TAKEN AT THE MODERN, EFFICIENT FIRST AID ROOM OF AMERICAN HOME 
PRODUCTS CORPORATION, NEW YORK, N. Y. MISS MARY McDONALD, R.N. IN CHARGE. 


ANACIN... The Anacin Industrial Unit provides 250 cellophane envelopes, 
each envelope containing two Anacin tablets. This package offers the advan- 
tages of cleanliness and convenience for dispensing to individuals. It also 
assures the proper dosage in every case. Anacin is preferred in so many indus- 
trial dispensaries because Anacin gives fast, long-lasting relief from pains of 
headache, neuritis and neuralgia. When you order Anacin™ tablets, order them 
in this special sanitary industrial unit, 250 envelopes, or 500 tablets, for $2.83. 


PREPARATION H®... containing new healing sub- 
BiSoDo! Powder... Fast acting, antacid alkalizer stance, (Bio-Dyne”) — discovery of a world- 
... Packaged in a 16 oz. wide-mouthed bottle 
for easy, quick dispensing. BiSoDol® is exceed- 
ingly effective in relieving upset stomach, acid- 
indigestion, “gas,” heartburn, sour stomach, full- 
ness, nausea and other forms of distress when rr 
caused by excess stomach acidity. $1.87 each. 4al. 


famous research institute, is effective in the 
reduction of external and internal Hemorrhoids. 
PREPARATION H « relieves the accompanying 
pain and discomfort — clinical records show that 
healing takes place in a short period of time. 
Packaged in 1 oz, tubes with applicator. $8.80 
per dozen tubes. | if 
BiSoDoi Mints... For greater convenience, — 
BiSoDol is also packaged as mint tablets, 500 
to the bottle. BiSoDol Mints are so palatable SPERTI® OINTMENT ... For the treatment of 
that they may be taken without water, if desired. burns, cuts, abrasions, contains biological 
$1.70 for 500 tablets. substances obtained from yeast and fish 
liver cells which act in minute quantities 
directly on injured cells to stimulate their 
metabolism and proliferation. Minimizes 


InfraRUB*...an analgesic cream for fast relief from 
muscular aches, pains and strains. Excellent for 
relief of aches and pains associated with rheuma- f . ‘4 heal 
muscular injuries and sprains. Contains lanolin. Packaged in 1 oz. tubes. $6.80 per dozen 
Packaged in 1.33 oz. tubes. $8.80 per dozen tubes. tubes. 
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HE SAFETY programs in the 
larger plants are excellent 
and should be enlarged upon. 


However, a safety engineer who 
is overenthusiastic about getting 
a “no-lost-time accident” award, 
may be the most dangerous object 
in the plant. 


James T 
University 


Executive Health 

HY a health maintenance pro- 

gram for executives? Execu- 
tives, particularly those of de- 
partment stores, are usually men 
and women on a fairly high 
standard of living; they have the 
means to pay for excellent medi 
cal advice. Why do they need a 
health program at the store? Say 
industrial doctors: Executives 
neglect themselves. As a 
they do more worrying and take 
action about health than 
rank-and-file employees. Discreet 
pressure from the store is needed 
to get the typical executive to 
look into his health problems, or 
to make sure he is as healthy as 
he seems to be. Say retailers who 
have such programs: By the time 
an employee reaches executive 
status, he represents a considera- 
ble investment of the store’s 
money and effort. During his 
most productive years, it is worth 
management’s while to make sure 
that no actual or imagined health 


M.D., Tulane 
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School of 


class, 
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problem is interfering with his 
ability to do his important job 
well, 

From Stores (Official Publication 
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1954 
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Clation) 


Didn't Know It 

EARLY half of some 500 busi- 

ness executives who came to 
the University Hospital for com 
pany paid check-ups were sick and 
didn’t know it. A report, pre- 
pared by the University of Mich- 
igan’s Medical School and Insti- 
tute of Industrial Health, said 41 
of a group of 500 “possessed ab 
normalities” which they didn’t 
know they had. The report added 
that these required medical treat- 
ment. Twenty-five percent of the 
group had abnormalities not re- 
quiring immediate medical atten- 
tion. 

Chicago Tribune, 


"Pick Me Up, Pop!" 
RICHARD ASHER, of Central 


R. 
D Middlesex Hospital in Eng- 
land, is sick of people who are 


National 
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News, Comment, Opinion 


overconscious of their health. “We 
busy preventing 


have no time to 


not be so 
disease that we 
enjoy freedom from it,” he warns 
in the British Medical Journal. 
Dr. Asher claims he “read 
in an American health pamphlet 
that every father returning from 
his day's work should remove his 
coat and wash his hands in dis 
infectant before touching any of 
his children.” If we go on that 
way, the doctor observes, we may 
finally reach the point where 
household conversation will run 
something like this—Child: “Oh, 
father, lift me up; there’s a band 
marching past the window.” 
Father: “Certainly, my boy, just 
wait while I gargle and put on 


must 


once 


“my mask and rubber gloves.” 


From “The Medicine Chest,” by 
Joun Troan, in Pittsburgh Presa, 
November 7, 1954 


What He Learns 


TH real effectiveness of the 
periodic health inventory is 
based on what the employee 


learns as a result of the examina- 
tion. Medical counseling and un- 
hurried discussions should always 
follow. This is the time and place 
for the physician in industry to 
impress the examinee with the 
significance of each of the physi- 
cal findings and precisely what he 
should do about them. Through 
such a positive approach the em- 
ployee comes to understand his 
capacities and limitations and the 
basic fundamentals necessary if 
he is to live within his own scope 
of health. Gradually, then, health 
will be accepted by him as a per- 
sonal responsibility. It 
relatively easy for him to make 
his own decisions in regard to 
drastic changes in types of work, 
living circumstances, etc. Health 
earned in this manner increases 
his value not only as a worker 
but also as a total person who, 
in turn, will become a good citi- 
zen of his community. 


becomes 


Industrial 
K 
Indus- 


Philosophy of 
Programs,” by 
M.D., at the Seventh 
Health Conference, Houston, 
September 24-25, 1954. 


From 
Health 
Davis, 
trial 


Size for Safety 
( FTEN the smaller industries 

feel that they are too small to 
have a health and safety program. 
Size from the point of view of 
health and safety is,as far as I am 
concerned, incidental. We have all 
seen one-man operations in which 


So VEAR 


OUR 


WooDWARD 
Rrsonned Bureau 


FORMERLY AZNOES 
3rd W.WABASH AVE, 
CHICAGO? 
* ANN WOODWARD Ditectohk, 


Founders of the coun seling to” 
the medical profession, sowing medicine 
with. distinction overt hal, a cantiuty, 


SITUATIONS WANTED 
Director: (261) Well 
degrees from leading schools 
Director, large 
program 


Medical regarded in 
industrial tield 
long experience as 
hygiene and research 


imtustrial 


eminently 


qualified toxicological problems, early 
10's, strongly recommended 

Medical Director: (262) Outstanding man 
both administratively and clinically five 
years, Medical Director, large company with 
over 20 plants; complete charge, all policies 


recommended without reservation 


Medical Director: (26%) Diplomate. American 


Board, Internal Medicine; qualified 
in every phase of industrial medicine, past 
six years, Medical Director, major company 
employing 10.000) men lop level do« 
tor, nationally recognized in early 
W's 

Industrial Hygienists (204) excellent 


experience, industrial division, governmental 


program, past three years; early Pretese 
New England or Bast 

Industrial Physician: (265) Interested, in 
dustrial medicine as career; eminently quali 
fied as assistant to busy Medical Director 
we, Class graduate; year fellow 
ship, industrial medicine; one year, Director 
ARC program, interested isotopes, nuclear 


energy medicine; Category TV 


Stall Physician: (2600) Class A" graduate, 
five vears, successful private general practice 

three vears, staff physician, large university; 
prefers industrial medicine; experienced doc 
tor, well qualified as an assistant to industrial 
Medical Director; middle 40's 

Stall Physiclan: (267) Class graduate; 
early 40's; four years, surgeon: USAR: fellow 
ship, pathology, three years; two years, ass 

tant Medical Director, tosurance company 
seeks assistantship to Medical Director 

Staff Physician: (208) Clas A" graduate 
ten years, successful private ucneral practice 
five years, mine physician; prefers industrial 
position with opportunity for some private 
practicen preferably in the West. Late $0 

Staff) Physici 269) Clas graduate 
caily 30's; several years, successful private 
general practice; prefers industrial medicine 


on Salaried basis 


SETUATIONS OPEN 


Medical Director: (109) One of major com 
panies in important todustry plants lo 
cated various sections of America; five for 
eign plants; 60,000 employees; dutic com 
plete charge program, policies; report to 
lop Management, require nationally known 


New York City 


man; headquarters, 

Medical Director: (110) Chief Physician 
several plants located quite near New York 
City; excellent opportunity for rapid ad 
vancement to much higher level; about $15 
16,000; Career post 

Staff Physician: (111) Foreign operations 
mayor American company; Class “AU modern 
100 bed hospital; must be able to do ming 
surgery two year contract warm climate; 
good salary with perquisites equal to about 


$5,000 additionally 

Our roster is complete with the names of a 
great number of excellent companies secking 
well-qualified staff physicians, interested in 
career industrial medicine [These tine 
tunities occur in almost every section of our 
country and beyond our Continental limits 
Salaries range from $4,000 to $14,000 


oppor 


Form we 
you 


Please write for an Analysis 
may prepare an individual survey for 
STRICTLY CONFIDENTIAL 


Page 41 


| 
| 


that person exercised all of the 
safety devices at his command. 
We likewise have seen one-man 
industries (and I am thinking 
particularly now of a youngster 
driving a hot-rod automobile); 
he exercises no safety precautions 
whatsoever. A one-man industry 
is big enough for a health and 
safety program. Some months 
ago, | went through the Ford 


safety engineers. There seemed 
to be hundreds of gadgets de- 
signed to prevent accidents, but, 
back of all of these many gadgets, 
were a group of men constantly 
circulating through the many em- 
ployees, watching the individual 
workmen. Whenever anyone would 
do something that was considered 
unsafe, he was immediately called 
aside and given added instruc 
tion on what not to do 


General Motors 
*ENERAL MOTORS maintains 125 
completely equipped Medical 
Departments in its plants in the 
United States and Canada to pro- 
mote health and safety of nearly 
a half-million employees. These 
departments are staffed by more 
than 1,000 physicians, registered 
nurses, and technicians. “Our 
staff performs millions of physi- 
cal examinations annually,” said 
General 


@ Contact Dermatitis 


1S THE MOST FREQUENTLY 
ENCOUNTERED OF ALL 
DERMATOLOGICAL DISORDERS, 


@ THE OBJECT OF THERAPY IS TO 
SOOTHE AN ALREADY IRRITATED 
SKIN, DO NOT OVERTREAT, 


@ THERE ARE NO CUTANEOUS CONTRA- 
INDICATIONS TO BATHS, SOAKS OR 
WET DRESSINGS, MAKE USE OF THEM, 


E ffervescent 
Domeboro’ 


@ AVOID GREASY PREPARATIONS 
(SALVES) ON ACUTELY INFLAMED 
OR EXUDATIVE AREAS. 


Modernized Burow's Solution 
(1:20 ALUMINUM ACETATE) 


FOR WET DRESSINGS, PACKS & SOAKS. 
THE NUMBER ONE SOLUTION USED IN 
INDUSTRY TODAY FOR SUCCESSFUL TREAT- 
MENT OF CONTACT DERMATITIS. 


DOME CHEMICALS, INC. 


109 WEST 64 ST., NEW YORK 23, N. Y. 


REDUCE ABSENTEEISM 


at 42nd National Safety Congress, 

searching for the efforts of the Chieago, October 14-22, 1954 ment examination, and there- 
after receives periodical ex- 

aminations. These examina- 

tions have far-reaching ef- 

The fects. They provide a great 
opportunity for early recog- 

cy nition of ailments of which 
fee] that this is an important 

step in the field of preventive 

medicine. We cooperate with 

to the community health officers 
successful therapy, eee 
in reporting contagious di- 

seases. We stress in employee 

for C a t D titi publications the importance 
on ac eCrma 8s of annual physical check-ups. 
As a result of these admoni- 

their families be annually ex- 

amined by their personal 

physicians. We believe that 

our program and in- 

fluences resulting from_ it 

play a major role in the main- 

tenance of heath on the part 

trial Hygiene Department of 

the Research Laboratories 

Division of GM to make sure 

that no employee handles 

materials or substances 

which might be hazardous to 

health. Adequate ventilation 

PROMOTE FASTER HEALING nutritious food is cleanly 
AVOID OVERTREATMENT served.” General Motors, s 
pioneer in the field of indus- 

trial medicine, established an 

in-plant training program 
five years ago for young doc- 
tors interested in such a 


Samples to Physicians 
on Request. 
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plant at Dearborn, Michigan, and, 

instead of watching the mechan Dr. Max R. Burnell, 

ics of putting a Ford automobile From “Sales Psychology for Health Motors Medical Director. “Each 
employees may be unaware. 
In such cases we, of course, 
refer our people to their own 
tions and their own check-ups 
by our medical people, many 
of our employees have made 
of many of the population in 
areas where we have plants. 
Our Medical Departments 
is another important item. 
Our doctors and nurses make 
frequent checks of plant 
career. To date, there have 
been 18 graduates. Although 
they were under no obliga- 


together, I spent the two hours new employee is given a preplace- 
physicians for treatment. We 
it a rule that members of 
work closely with the Indus- 
cafeterias to make sure that 
tion to remain with General 


: 
ig 

a) 

Ks 

> 

a 


Motors, al] are now serv- | 
Dee. fOr every emergency 


of GM divisions or plants. 
This in-plant course may 
be one or two years. Stu- 
dent doctors upon enroll- 
ment are first assigned to 
the Medical Department 
in the GM Central Office 
where they receive guid- 
ance from Dr. Burnell. 
Later, they are assigned to 
a GM division or plant, 
where they receive train- 
ing from the Medical Di- 
rector. Currently, four 
young physicians are tak- 
ing the course. 

Bay City, Michigan, Times 


November 22, 1954 


Noise 

HE SECOND Industrial 

Noise Conference spon- 
sored by the Technical 
Committee on Noise in In- 
dustry of Associated In 
dustries of New York 
State, was held at the 
Chamber of Commerce 
Building, Rochester, New 
York, November 9. James 
H. Sterner, M.D., Medical 
Director, Eastman Kodak 
Company, served as Con- 
ference Chairman, with F. 
A. Patty, Head of Indus- 
trial Hygiene, General 
Motors Corporation, and 
B. L. Vosburgh, M.D., 
Manager, Health Services, 
General Electric Com- 


pany, presiding. The fol- with 


lowing presentations were 
features of the Confer- 
ence: “What is Noise?” 
Dr. Allen D. Brandt, 
Chief, Industrial Hygiene 
Engineering, Bethlehem 
Steel Company, Bethlehem, 
Pennsylvania; ‘Measure- 
ment. of Noise’’—Dr. 
Charles R. Williams, Di 
rector, Applied Research, Liberty 
Mutual Insurance Company, Bos- 
ton; “Fundamentals of Hearing” 

C. Stewart Nash, M.D., Otolo 
vist, Rochester; “Measurement 
of Hearing Loss—Practical Pro- 
grams for Industry’”—Aram Glo 
rig, M.D., Director of Research, 
American Academy of Ophthal- 
mology and Otolaryngology, Los 
Angeles. 


TV versus Teeth 
OQ QUARTER of the illnesses in 
a typical American town get 
no treatment, according to a 
study published November 30 by 
Columbia University Press. No 
home-prescribed medication 
given in 22% of these sicknesses. 


POCKET SURGISET 


new reverse-cutting 


ATRALOC® Needles 


SURGISET* 


skin closure sutures 

three dozen needle sutures 

in sterile pack jars—ready to use— 
includes chrome-plated rack— 

all for price of sutures alone 


000 


| 


six tubes of needle sutures 
compact—convenient— 
ready to use 


ETHICON. inc 


Ten percent are treated entirely Koos points out the differences in 
by non-medical personnel. Fifty attitude about sickness between 
six percent of the unskilled work members of the business and pro 
ers want socialized medicine; less fessional class and the unskilled 
than 4°% of the business and pro workers, None of the professional 
fessional people favor it. While people consult the druggist when 
64% of the 500 families inter- they are sick; 17% of the un 
viewed had a family doctor, only skilled workers rely solely on the 
47% had a family dentist. One druggist for medical care. About 
person said, “There’s this tele- hospitals, nobody in town seems 
vision coming before long, and I'd much interested. “The fact that 
rather have that—and some other the Regionville Hospital could not 
things—than all my teeth.” Dr. be accredited by the American 
Earl Lomon Koos, author of the College of Surgeons, and that it 
study, states, “It was evident in lacked equipment ordinarily con 
many interviews that no distine sidered essential for adequate hos 
tion was made between the medi- pital service, was not generally 
cal practitioner and the chiro- known, and when known appeared 
practor.” In “The Health of Re- not to be important to the respon 


gionville,” title of the report, Dr. dents.” Dr. Koos is Professor of 
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bsenteeism 


is a great hazard 
in industry. 


You can solve a good 
proportion of it among 


your workers with this 


scientific tool, the 


HARGER DRUNKOMETER 


The simple, accurate provable 
way to determine the extent 
to which alcohol is responsible 
for a persons impairment of 


function. 


It protects the light drinker 
and convicts the guilty. 


Checks feigned illness, 
accident possibility, re- 
duces production costs. 


The Harger Drunkometer 
used nationally in industry 
and police departments, is 
the oldest and most widely 
used of the breath meth- 
ods. 


Write today for list of in- 
dustries now successfully 
using the Harger Drunko- 
meter. 


Ask for folder M-111 


(YEBRERTON 
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Social Welfare at Florida State 
University, and the author of 
“Families in Trouble,” “Sociology 
of the Patient,” and “Marriage.” 


Columbia University Press, Release 


Public Health Meeting 

HE Eighty-second Annual! 

Meeting of the American Pub- 
lic Health Association and 38 re- 
lated organizations drew 3,500 
public health workers to Buffalo, 
October 11-15, 1954. Among those 
attending the 75 scientific meet- 
ings and viewing the 57 scientific 
and 93 technical exhibits were 
physicians, dentists, nurses, engi- 
neers, statisticians, veterinarians, 
sanitarians, nutritionists, health 
educators, entomologists, biolo- 
gists and other specialists. A for- 
eign delegation was headed by 
DR. MARCOLINO G. CANDAU, Direc- 
tor General of the World Health 
Organization, and MADAM RAJ- 
KUMARI AMRIT KAUR, Minister of 
Health for India and President of 
the Third World Health Assem- 
bly. Topics of special interest 
were smoking and lung cancer; 
the combating of infectious hepa- 
titis and other epidemic diseases; 
newly discovered respiratory vi- 
ruses, and developments in such 
health areas as air pollution, 
childhood accident prevention, 
and food sanitation. An innova- 
tion was a two-session Symposi- 
um, open to all delegates, which 
considered from many points of 
view the impact of suburbaniza- 
tion on public health. The Presi- 
dent of the Association for 1954- 
55 is DR. HERMAN E. HILLEBOE, 
New York State Commissioner of 
Health, and the President-Elect, 
DR. IRA V. HISCOCK, Professor and 
Head of the Department of Pre- 
ventive Medicine, Yale Universi- 
ty. The eighty-third Annual Meet- 
ing will be held in Kansas City, 
Missouri, November 14-18, 1955. 


The Surgeon 

"HE surgeon’s treatment of in- 

dustrial accidents does not 
vary in any way from the treat- 
ment and care he is expected to 
give the son or daughter of one 
of the men who may be injured. 
The automobile accounts for the 
majority of severe traumatic in- 
juries encountered private 
practice. The injury sustained by 
a construction worker may be, 
and often is, as severe as any in 
jury in an automobile accident. 
Most cases originating in indus- 
trial plants will be produced by 
trauma; some will be occupation- 
al and not require surgical treat- 
ment, but all will require expert 
medical advice and treatment. The 


Shay Medical Agency 


PITTSFIELD BUILDING 
55 E. WASHINGTON STREET 
CHICAGO 2, ILLINOIS 


BLANCHE L. SHAY, Director 


Service of Distinction since 1914 


POSITIONS OPEN 


Staff Physician: Middle West, Leading com 
pany. Excellent opportunity for advance 
ment as company has plants in all parts of 
country, Want physician interested in in- 
dustrial medicine as career, (IM-2902) 


Staff Physician: South. Well-known company 
with plants in many parts of country, Com 
pany maintains a modern well equipped hos 
pital. Private practice is allowed. (IM-3187) 


Medical Director: Middle West. Small plant 
Can also have own private practice. Ex 
cellent opportunity with well-established na 
tional organization, (IM-3164) 


Staff Physician: Well-known manufacturing 
company which maintains an outstanding 
medical program for approximately 9000 
employees. Plant is ideally located in an 
area where climate is dry and compara 
tively mild, Excellent educational, recrea 
tional and shopping facilities. Good op 
portunity for advancement both financially 
and in responsibility as company maintains 
plants in all parts of country; to $11,700 
(IM-2264) 


Industrial Hygienist: Young, Masters degree 
Large insurance company wants to train as 
Safety Engineer. Excellent opportunity to 
establish yourself with an old-line company. 
IM-7124) 


POSITIONS WANTED 


Medical Director: (KS-654) Age 45, M.D. de- 
Northwestern University Medical 
School; Fellowship in surgery, Northwestern 
University; Associate in surgery, Cook County 
Hospital, Len years administrative experi 
ence in the field of industrial medicine 
Has organized and directed comprehensive 
medical programs 


Medical Director: (CM-654) Age 48. M.D. 
degree, Jefferson Medical College; Master of 
Public Health, Columbia University. Has 
specialized in Industrial Health Administra- 
tion; eligible for American Board of Preven 
tive Medicine. Twenty years experience, 


Staff Physician: (6M-654) Awe 28. M.D. de- 
gree, Louisiana State University Medical 
School, One year general practice residency. 
Excellent references. Class IV. Prefers South 
or Southeast 


Industrial Surgeon: (HPM-654) Age 45. M.D 
degree, University of Michigan Medical 
School, Certified in surgery, 1946 


Staff Physician: (F11-654) Age $2. Has passed 
Part I American Board of Physical Medi 
cine and Rehabilitation; M.S. in Occupation- 
al Medicine; graduated Master of Public 
Health 1952. Will go anywhere. 


Industrial Nurse: (MA-654) Age 37. Ten years 
experience in industry. Good administrative 
background, Available now, will go any- 
where 
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A COMPLETE LINE FOR 
PHYSICAL MEDICINE AND 


ALL TYPES OF THERAPEUTIC EXERCISE APPARA- We 
TUS including: Bicycle Exercisers, Hand Rehabilitation 
Ankle Exercisers, Shoulder Wheels, Quadriceps 
Boots, Dumbells, Walking Parallel Bars, Posture Mir 
rors, Stall Bars, Chest Weights, Gymnasium Mats, 


ALL your needs supplied by ONE reliable source 


assist in the planning of new departments 
Layouts and lists of equipment are prepared 
upon request and submitted free of charge, In 
quiries invited 


Devices, 


Write for your free copy of our illus- 
trated Equipment Manual #1054. 


Whirlpools of various designs, Diathermy, Galvanic Gen 
erators, Paraffin Baths, Hydrocollator, Heat Lamps and 
Bakers, Hanovia Ultra-violet Lamps, Treatment Tables, 
Self-Help Devices, Dynamometers, Goniometers 


26,500,000, 000,000 
In continuous mo 


in a single day, and pumps 4,320 composed of 
gallons of blood daily through cells which are 
60,000 miles of blood vessels. Yes, tion. These cells present a length 
60,000 miles! such a length has of 400,000 miles into space. We 


basic principles that have ele- 
vated the practice of surgery, ap- 
ply to industrial accidents the 


same as they apply to civilian ac- 
cidents. Any compromise of these 
principles will increase the 
to the company and the perma 
nent disability that the employee 
will keep with him. The surgeon 
must learn to accept the various 
pressures that arise from all in- 
terested parties when he begins 
the treatment of one of these 
cases. At times a complicated case 
will bring forth many suggestions 
from the v ry best of claims 
superintendents, employers, fami- 
ly and interested friends, and 
members of the Bar. Occasionally, 
they will attempt to have surgical 
principles altered in an effort to 
get a man back on his job. This 
multiplicity of interest is a com- 
plicating factor when compared to 
the handling of a private pa 
tient and his family. 

From 


cost 


“Surgery in Industr'al Med 
icine,” by James TT. MeQuirry, 
M.D., Tulane School of Medicine 


“Wonderfully Made" 
UR HEART beats 38 million 
times in a year, 16,200 times 


our system of arteries, veins and 
capillaries. The power of the 
heart, doing all this work, is equal 
to that required to lift a ton &2 
feet high. The blood not only 
nourishes but also defends us in 
case of disease, with the 40 bil- 
lion white blood cells (leucocytes) 
which are manufactured by the 
bone marrow. If disease is prev 
alent, there may be even an addi 
tional 100 to 200 billion leucocytes 
produced within a few days, to 
kill germs and bacteria in the 
blood stream. With each breath 
we breathe a pint of air into the 
iungs. The respiratory surface of 
our two lungs is about 700 square 
feet, and we have 1,800 square 
feet of blood vessels in the lungs 
and 300 million airsacs. A human 
being eats more than 20 cubic feet 
of oxygen in 24 hours, and the 
blood gives up more than 20 cubic 
feet of carbon dioxide. How much 
blood goes through our lungs? As 
much as through our blood ves- 
sels: 4,320 gallons. Our body is 


own 22 feet of intestines to do 
the digestive work, and have 639 
muscles. One square inch of those 
639 muscles can lift up to 140 
pounds. The ligaments, which con- 
nect body organs and bones, are 
very strong—-they may often sup 
port weights of 1,000 pounds, 
From “Survey Made by the Med 


jeal Research Division, The 
October 1954 


Lorene 


Foundation,” 


As Others See Us 

Some Personal Observations on 
“ Industrial Health in the United 
States of America,” BRYAN HAR 
VEY, British Journal of Industrial 
Medicine, 11: 3, 222 (July) 1954, 
Mr. Bryan Harvey, one of H. 
M. Inspectors of Factories in the 
British Factory Department, was 
awarded a Rockefeller Founda 
tion Fellowship for graduate 
studies in the Harvard School of 
Public Health in order to study 
industrial health in this country. 
In his article on “Some Personal 
Observations on Industrial Health 
in the United States of America” 


A NEW TOPICAL ANESTHETIC For office AND DISPENSARY 


NEROSOL 


AUTOMATIC SPRAY TOPICAL ANESTHETIC 
CONTAINING 20% DISSOLVED BENZOCAINE 
For— 
BURNS 
ABRASIONS 
LACERATIONS 
ECZEMAS 


WOUND DE. 
BRIDEMENT 


1316-0 Sherman Ave. 
Evanston, Illinois 


Just press the button and spray on this 
quick topical anesthetic. Clean, sani- 
tary, painless to apply to traumatized 
areas. Prompt, sustained control of 
surface pain and itching. Bacteriostatic, 
helps prevent infections. 

In Canada: Brent Laboratories, Lid., Toronto 


ARNAR-STONE LABORATORIES, INC. 


Also Available: 
AMERICAINE Topica! 
Anesthetic Ointment in '/; 
and 1 Ib. jars. 
PREE—Send for Samples 
and Literature. 
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FOR PROMPT, CONTINUED RELIEF 
OF PAIN...RAPID HEALING...USE 


First in first aid for 


treatment of burns 
sunburns © cuts © abrasions © 


skin irritations © insect bites 


CARBISULPHOIL COMPANY 


he sets forth the 
gained in the course of his Ameri 
can visit. He discusses the un 
derlying philosophy of the Ameri- 
system of industrial health, 
us he sees it, and points out both 
its defects and its virtues. Al 
though his outlook may at 
be conditioned by the 


impressions 


can 


times 
opinions 
and prejudice which it is 
not possible to divorce oneself en- 


from 


tirely, his observations are pene- 
trating and thought-provoking. 
He points out that while compen 
sation insurance, the backbone of 
the American 
much to stimulate the 
known 

may not 


system, has done so 
control of 
hazards, it 
extent en 


upational 

to the same 
courage either the medical pro 
fession or the industrial hygien- 
ists to discover new industrial di- 
He contends 
that American industry, in insist 
ing on proof of 
dangers and their presence in the 


seases and hazards 


scientific toxic 


seems to delay to 
application of 
This atti 


atmosphere, 
some extent the 


measures of control. 


tude has led to the development 


LIQUID OR OINTMENT 


FOILLE Antiseptic-Analgesic is a dependable, con- 
venient, surgical-type dressing which has won wide 


| 
ANTISEPTIC @ ANALGESIC 


use and acceptance by Doctors, Hospitals and In- 


dustrial Plant Clinics over a period of twenty years. 


You're invited to request literature and samples 


of more and more accurate and 
involved means of air analysis in 
an effort to be more convincing to 
management, Air sampling and 
analysis techniques involve con- 
siderable theoretical training in 
America, he found, and are much 
more widespread than in Eng- 
land. Particularly noticeable, both 
in the academic field and else- 
where, Mr. Harvey says, is the 
fact that, among the lines of de- 
fense proposed against industrial 
poisons, substitution is the last, 
whereas in England it is the first. 
This, he feels, is at variance with 
American views on industrial 
safety. The most marked impres- 
sion taken home by Mr. Harvey 
was the lack of coordination of 
the efforts of the various persons 
interested in the subject of indus- 
trial heaith and, as a result, the 
lack of statistics of industrial dis- 
ease for the nation as a whole. 
In England, the Factory Depart- 
ment acts as an industrial en- 
forcement service to establish the 
minimum standards without ref- 
erence to geographical barriers. 


2921 SWISS AVE. DALLAS, TEXAS 


Mr. Harvey, however, does not 
discount the tremendous work 
which is being done in this coun- 
try to improve industrial condi- 
tions, and he is high in his praise 
of the startling progress made in 
so few years. Industrial hygiene, 
he states, is pre-eminently the 
American contribution to indus- 
trial health. Progress is most ob- 
vious in the field of atmospheric 
control, where American skill and 
ingenuity have been employed to 
solve ventilation problems involv- 
ing toxic hazards and comfort of 
workers. Industrial medicine in 
the United States the author sees 
as clinical medicine applied to the 
factory as a group rather than to 
the individual as in private prac- 
tice. He noted the remarkable re- 
duction in lost time from acci- 
dents where a Medical Depart- 
ment has been set up and credits 
this to improved treatment of in- 
jury and to rehabilitation, but 
feels that the industrial Medical 
Departments could give a more 
prominent place in their outlook 
or activity to problems of indus- 


(opposite Public Library) 


is the pioneer in industrial 
and occupational medicine, 
having placed many of the top 
men in important posts. Get in 
touch with her at 


NEW YORK MEDICAL EXCHANGE (Agency) 


489 Sth Ave. 


Murray Hill 2-0676 


Now that 1955 has 
arrived there seems to 


be much more activity 
in the industrial medical 
field. 


Register early with us for 
that long looked for 
opportunity in industrial 
medicine. Lack of space 
prevents our listing all 
our opportunities. 
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Contact dermatitis of hand 
before using Silicote 


After using Silicote—irrita- 
tion cleared, skin protected. 


Contains 30% silicones in 
petrolatum base. 


trial toxicology instead of leaving 
this phase largely to the indus- 
trial hygienist. He was particu 
larly interested in the trend to- 


wards preventive medicine. 
From Industrial Hygiene Digeat 
September 1054 


Conclusions Questioned 

“HE significance of earlier find 

ings regarding the relationship 
of cigarette smoking and lung 
cancer is questioned by Prof. Sid- 
rey Russ, physicist and radiolo- 
gist, in the British Medical Jour- 
nal. He asks, “If cigarette smok- 
ing is responsible for the majority 
of deaths from lung cancer, how 
is it that people in the United 
States, who smoke 30% more 
cigarettes than we do, show a 
death rate for lung cance 
than half of ours?” Prof. Russ’s 
comments deal with the results of 
an investigation by Dr. Richard 
Doll and Prof. A. Bradford Hill, 
whose report appeared in the 
British Medical Journal, Decem- 
ber 13, 1952. He argues that their 
results do not support the conelu- 
sion that cigarette smoking 
causes cancer. A strictly impar 
tial comment, he suggests, would 


less 


Now ready... the only complete reference guide to 


be that “there is a higher per 
centage of heavy smokers among 
the cancer men than among the 
controls. Cause and effect are not 
always easily distinguishable. If 
an inquiry showed that men with 


cancer of the stomach took more 
alcohol than their controls it 
would be quite rational to look 


upon a little excess of alcohol as 
the effect and not the cause of the 
disease: it might be like this with 
smoking.” Quoting statistics from 
the Doll and Hill report, he says, 
“If as an example we select the 
10-cigarette-per-day man, for 
every lung cancer man there are 
about 200 similar smokers without 
cancer. Are we to conclude that if 
the one man in several hundreds 
who gets lung cancer smokes 10 
cigarettes a day as do the others, 
then smoking has caused the lung 
cancer? It is possibly true, but is 
not the long arm of causation be 
ing unduly stretched in maintain 
ing the same position for all and 


every grade of cigarette-smok 
ing?” He then refers to the 40- 
cigarette-a-day man: “To get a 


proper perspective, it must be re- 
membered that the control non- 


CLINICAL ELECTROMY OGRAPHY 


A Brief Review of the Electrophysiology of the Motor Unit and Its Application to the Diagno- 
sis and Prognosis of Lower Motor Neuron Diseases, Peripheral Neuropathy and the Myopathies. 


CLEARS UP MANY CASES 


Not Responsive to Other Therapy 


For Occupational 


ARWAR-STONE LABORATORIES, INC., 


Silicote protects skin against aqueous irritants and per 


Dermatoses mits skin to heal. Patients can continue normal work dur 
ing Silicote use. It adheres to skin, is inert. Send for 
samples. 

1. Talbot, JR. et al: J. lav. Derm, 17:125 
2. Morrow, Grant: Calif. Med, 80:21 


SILICONE OINTMENT 


1316 Sherman Evanston, Iii 


man is one out of about 


who could 
. it is one very heavy smoker 


cancer 
100 serve as controls 
who gets lung cancer as against 
100 similar smokers who do not.” 
Declaring that there is no simple 
re lationship between the death 
rate from lung cancer and the 
degree of cigarette smoking, he 
says, “The people of the United 
States are the largest per person 
cigarette-smoking the 
world, yet their lung-cancer death 
rate is about the same as that of 
the of Switzerland and 
Denmark. They smoke about one 
half of the of Americans 
It is to be accepted as a fact that 
people in England and Wales with 
lung cancer do on the whole smoke 


people in 


people 


quota 


more cigarettes than control peo 
ple of the aye group. But 
the fact that as we go from one 


same 


country to another, no relation 
ship exists between cancer death 
rates and the degree of cigarette 
smoking seems to point to some 
thing quite significant 
there must be some other factor at 
work,” 


surely 


Letters, J.A.M.A., Decem 


ber 11, 1954 


Foreign 


by 
Alberto A. Marinacci, M.D. 


Electromyography is to peripheral nerve injury as X-ray visualization is to bone fracture. 


This monograph now opens the door to an understanding of this newly established 
modality and to its practical application to a wide range of medical problems. 


xxi + 


201 pages, 6 plates, references, index. Cloth. $6.00. 


Order from your dealer 
or from the publisher— 


San Lucas Press 


316 North Bailey Street 
Los Angeles 43, Ca'ifornia 


ALSO: COMMOTIO CEREBRI; Cerebral Concussion and the Postconcussion Syndrome in Their 
Medical and Legal Aspects, by Cyril B. Courville, M.D., 1953. 161 pages, 12 figures. 


$6.00 
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FOR ENHANCED MOOD ELEVATION 
EFFECTIVE AS LONG AS NEEDED 


Full amphetamine action... 
lessened amphetamine reactions 


POR THE WYPERFERSIVE 10.0 


LABORA TORIES, INC., Los ancetes 48, 


The L A.C. Standard 


AUDIOMETRIC 
TESTING ROOMS 


(SERIES 400) 


Especially Developed to Meet Industry's Technician controls test from outside 

Need For an Economical, Guaranteed of series 400 room des s 
occupancy of a patient. 

Soundproof Room! 

Facilities for employee hearing tests have be- 

come an essential requirement in many indus- 


tries. As a protective sofeguard against 


unfounded compensation claims all companies 
should make audiometric tests of all employees 


di tric 


and give pre-placement 
tions to all new employees. This new, 1A.C. 
Prefabricated Audiometric Testing Room now 


makes this recommended hearing test program 


Completely equipped for 
immediate operation! 
® Ruggedly constructed of 
special metal clad 1.A.C, possible. 
Acoustic Panels. 


8 All materials used are non- 
combustible. also available. 


SPECIALISTS IN NOISE AND PULSATION CONTROL 
341 Jackson Avenue . New York 54, N. Y. s Cypress 2-0180 


Write for Bulletin No. AT-14 


EACH TABLET PRESENTS RAUWILOID® 1 mg. AND AMPHETAMINE SULPHATE 5 mg 
: 
ed AUDIOMETRIC TESTING ROOM 
A ile NOW!A Pre-Fabricat ! 
7 
Technician end patient inside series 
aaa a 401 room designed for single or double 
2 


Aloe-Vera 


From this humble plant 


comes one of Nature’s most effective heal- 
ing agents. 

The benefits of the Aloe-Vera “gel” 
have long been known to the medical pro- 
fession. Now it is processed in convenient 
ointment form for the treatment of burns, 
X-ray and radium reactions, cuts, abra- 
sions, industrial dermatitis. 


Alo-Creme ointment encc irages 
healthy, granular tissue that is m= elastic 

not fibrous. Alo-Creme oin’ nent re- 
duces the possibility of permanent de- 
facement and speeds healing even in 
stubborn skin conditions. 


Here’s What Dr. R. W. Poborsky of 
Clearing Industrial Emergency Hospital, 
Chicago, says about ALO-CREME: 


“It has been my good fortune to use your 
product in our clinic, which 
some 200 industries and 11 or 12 major 
Airlines, as well as several railroads. 


represents 


We have been using your Aloe ointment 
in the treatment of burns, and find that the 
period of rehabilitation both from a tempo- 
rary and total permanent standpoint, has 
been decreased. We also find 
that the amount of pain endured by the 
various individuals with these burns have 
been lessened and feel that the creme is 
a marked asset in the treatment of burns.” 


> 


markedly 


Available in 
1 Ib. and 4 oz. jars 
and | oz. tubes 


Physicians: Order from your surgical or first- 
aid supply houses, or write for literature and 
sample to: 


ALOE CREME LABORATORIES, Fort Lauderdale, Fla. 


A NEW INSTRUMENT 


CAMBRIDGE 


AUDIO-VISUAL HEART SOUND RECORDER 


HEAR ... SEE... RECORD 
HEART SOUNDS... SIMULTANEOUSLY! 


The CAMBRIDGE AUDIO-VISUAL HEART 
SOUND RECORDER is a radically new portable in 
strument which enables the Doctor to HEAR, SEE 
and permanently RECORD heart sounds—simultan 
eously. 
AUDIO: Heart sounds picked up by the microphone, 
are amplified to any desired degree for auscultation 
The physician hears the heart tones faithfully repro 
duced through an electrical stethophone fitted with 
binaural ear pieces similar to those he is accustomed 
to using. 
VISUAL: The heart sounds being heard are simul 
taneously visible upon the long persistence screen of a 
three-inch cathode ray tube. 
The simultancous hearing and visualization of the 
heart sound pattern greatly facilitates aceurate 
diagnosis of heart pathology. 
RECORDER: Any portion of the heart sounds being 
heard and viewed may be simultaneously and perma 
nently recorded upon the magnetic dise recorder. The 
paper-thin but very durable magnetic dises are eight 
inches in diameter and may be filed with the pa 
tient’s history or mailed to a consultant. They may be 
“played-back” (both heard and viewed) at any time 
for review, study or consultation. 
For the first time, the Physician, Hospital or Clinie 
has available a portable instrument which makes 
possible rapid, accurate diagnosis of heart sounds. 


Send for Bulletin 185 
CAMBRIDGE INSTRUMENT CO., Inc. 
3716 Grand Central Terminal, New York 17, N. Y¥ 
Chicago 12, 2400 West Madison Street 
Cleveland 15, 1720 Euclid Avenue 
Detroit 2, 7410 Woodward Avenue 

Philadelphia 4, 135 South 36th Street 


CAMBRIDGE 
CARDIAC DIAGNOSTIC INSTRUMENTS 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 
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Edrisal* 


S.K.F.’s antidepressant 
analgesic 


For optimum results in 


dysmenorrhea 
MOISTAIRE 


The Original Heat Therapy Unit 


UNEXCELLED 


for the delivery of moist heat at 
the exact prescribed temperature. 


COMFORT © SAFETY © DURABILITY 


r MOISTAIRE accepted and approved since 
" A 1944 by the Council on Physical Medicine 
and Rehabilitation (AMA) and Underwriters’ 


Laborarories. 


For Illustrated information write, wire or call: 


515 SOUTH AIKEN AVE., PITTSBURGH 32, PA, 


| 


| Reece Wood Sole Acts As Splint 


No. x175-CG——Men's No, x«173-CG——Women's 
for 
BROKEN FOOT BONES 
CRUSHED TOES SWOLLEN FEET 


SMOOTHLY finished WOOD SOLE 
with AIRFOAM insole acts as splint. 
Keeps injured foot immobile. 


Smith, Kline & French 
Laboratories, Philadelphia 


Each ‘Edrisal’ tablet contains Benzedrinew Sulfate 
(racemic amphetamine sulfate, S.K.F.), 2.5 mg.; 
acetylsalicylic acid, 2) gr.; phenacetin, 2% gr. 


Reg. U.S. Pat. Off. 


Keeps a man on his feet and on the job. Cool, firm 
but lightweight canvas upper laces entire length 
makes for perfect fitting even though heavily 
bandaged. SIZES-——Small, Medium, Large. 


WRITE FOR FOLDER 


} 
m REECE WOOD SOLE SHOE CO. 


Dept. M Columbus, Nebr, 
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pment Tension Une Dipforent/ 


When abdominal bloating, heavy tender M.Minus 5 effectively reduces premenstrual excess 
breasts, puffiness of hands, face legs, headaches fluid accumulation. and ntirols symptoms in 
backache, mental depression, and explosive 82 { cases.! By reducing the primary stimulus to 
irritability, appear regularly before menstruation uterine spasm, M-Minus 5 controls dysmenorrhea 
consider premenstrual tension These symptoms M.Minus § is not a hormone. sedative or narcoti 

are due to an excess fluid accumulation. Because md does not interfere with the normal menstrual 
they are not of psychic origin, they do not respond cycle 

to the usual sedatives and anti.spasmodics nder M. Indus Me 


Each tablet contains 

Pamabrom SD mg 
Acetophenetidir 100 mg 
Dose: One tablet gid. starting 5 days belore 
expected ' 


PREMENSTRUAL DIURETIC AND ANALGESIC 
for Premenstrual Tension and Dysmenorrhea 


WHITTIER LABORATORIES, 919 N. Michigan Ave., Chicago II, til 


Desitin Chemical Co. 16 Robins, A. H., & Co. 23, 42 


© Dome Chemicals, Inc. 32 San Lucas Press 37 

vertisers Eaton Laboratories 26 Schering Corp. 15 

Ethicon, Inc. 33 Searle, G. D., & Co 29 

Aloe Creme Company 39 Ille Electric Co. 42 Seeck & Kade 42 

Arnar Stone Laboratories 35, 37 Industrial Acoustics Co 38 Sharp & Dohme i 

Ayerst Laboratories 7, 25 Lilly, Eli, and Co. 28 Shay Medical Agency 34 

Bauer & Black 5, 27 Lincoln Laboratories 4) Shield Laboratories 43 

Becton Dickinson & Co. | Menley & James 26 Smith-Dorsey 18 

Breck, John H., Inc. 2 National Dairy Council 9 Smith, Kline & French 40 

Bristol Myers Company 3rd cover Nepera Chemical Co. 24 Stephenson Corp. 34 

Cambridge Instrument Co. 39 New York Medical Exchange 36 Upjohn Co. 17 

Carbisulphoil Co. 36 Pfizer, Chas., & Co. 20-21 Whitehall Pharmacal Co 30 

Chesebrough Mfg. Co. 22 Preston, J. A., Co. 35 Whittier Laboratories 4\ 

Ciba Pharmaceutical Co. Reece Wood Sole Shoe Co. 40 Winthrop-Stearns 13 
19, 44, 4th cover Ries Corp. 40 Woodward Medical Personne! 

Connecticut Bandage Mills Inc. 18 Riker Laboratories 38, 2nd cover Bureau 31 


For Comprehensive 


and Routine Burn Therapy 
HEX ATHRICIN: 


Aeropak, (AUTOMATIC SPRAY) 


Relieves Pain . . . Controls Infection . . . Assists ond 
Epithelial Regeneration and Formation of ccadient 
Healthy Granulation Tissue. . . . 
Grafting “Takes”... Shortens Healing Time . 

Economical for Physician and Patient. 


Write for Professional Literature. 


LABORATOR! 


LABORATORIES, INC. 
P. 0. BOX 1139 . DECATUR, ILLINOIS 
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Are the 
health and efficiency 
of your workers 


| WATE 


They may be, to the extent that they depend for 
their vigor on an adequate daily supply of the 
water-soluble vitamins — the essential factors of the 
B-complex and vitamin C—so easily lost through 
perspiration and metabolic destruction. 


Allbee with C ‘Robins’ provides saturation dosage 
of the B-complex vitamins plus 

250 mg. of vitamin C 
per capsule —the highest ascorbic acid content of 
any preparation of water-soluble vitamins. 


They may be what your workers need! 


Thiamine HCI 15 mg. 
Ribofievin ....... 10mg. 
Nicotinamide ... 50 mg. 
Ca pantothenate. 10 mg. 
Ascorbic acid .....250 mg. 


IN EACH CA 


RICHMOND 20, VIRGINIA 


Ethical Phormacevticals of Merit since 1878 


HM-200 
Combination Arm, Leg, 
and Hip Tonk for Sub 
aqua Hydromossage and 
thermol therapy — mobile 
model complete with elec 
tric turbine ejector and 
aerator. 


STAINLESS STEEL 


PHYSICAL THERAPY EQUIPMENT 


ILLE ELECTRIC CORPORATION 


50 Mill Rood, 
Freeport, LI, 


PB-110 
Hand, Elbow, and Foot 
Paraffin Bath with remov- 
able stand — electrically 
heated with thermostatic 
control. 


Literature on these and 
other equipment on request 


Dust, smoke, smog, gas and other 
irritants frequently cause trouble- 
some, obstinate coughs. These 
non-infeetious coughs are rarely 
accompanied by fever, therefore 
do not require heroic treatment 

Then “Pertussin" is a welcome 
word to the busy doctor... be- 
cause it alleviates these irrita- 
tions safely by its soothing, 
expectorant, antispasmodic and 


sedative action. 

This well-known formula will 
never conflict or cause incompati- 
bilities with any medication for 
other specific disorders you may 
have occasion to prescribe. 

GENEROUS FREE SUPPLY 

May we send you a generous 
supply of Pertussin for use by 
your patients with enough for 


your personal medicine chest? 


SEECK & KADE, INC. 
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The Acid Test 


PSORIASIS 


It is a well-known fact that psoriasis is worst in 
winter, and that remissions at this season are rare. 
Yet RIASOL is equally effective in cold and warm 
weather. 

Now is the time to give RIASOL the acid test in 
psoriasis. Try RIASOL when the task is hardest, when 


freezing temperatures aggravate the itching and 
skin eruptions. 


Before Use of Riasol 


In most cases the skin patches of psoriasis clear up 
in an average of eight weeks under treatment with 
RIASOL. If you start your patient now, he may see 
satisfactory results before spring. 

A, | Clinical studies show that RIASOL clears up the 
cutaneous lesions of psoriasis in many cases after 
other treatments have failed. 

st RIASOL contains 0.45°° mercury chemically 

combined with soaps, 0.5°¢ phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


ie Apply daily after a mild soap bath and thorough 
, drying. A thin, invisible, economical film suffices. 

4 No bandages required. After one week, adjust to 

patient's progress. 


RIASOL is supplied in 4 and 8 fld. oz. bottles at 
pharmacies or direct. 


MAIL COUPON TODAY — 
m TEST RIASOL YOURSELF - 


After Use of Riasol 


SHIELD LABORATORIES 
12850 Mansfield Avenue, Detroit 27, Michigan 


Please send me professional literature and generous clinical package of RIASOL. 


M.D Street 


City Zone State 


Druggist Address 


for PSORIASIS 
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(reserpine CIBA) 


A pure crystalline alkaloid of rauwolfia root 
first identified, purified and introduced by CIBA 


In anxiety, tension, nervousness and mild to severe neu- 
roses—as well as in hypertension—SERPASIL provides 
a nonsoporific tranquilizing effect and a sense of well- 
being. Tablets, 0.25 mg. (scored) and 0.1 mg. 


SUMMIT, N. J. 
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THE 
BETTER TOLERATED 
SALICYLATE FOR 
INDUSTRIAL PATIENTS 


Avoid Lost Hours from Headache, Other _ 
Minor Aches and Pains 


BUFFERIN® because... 
fast pain reli@f—acts twice as fast as 
aspirin.! 


. Even large doses seldom cause gastric upsets.* 


Avoid Lost Days from Minor Arthritic 
or Rheumatic Problems 


Give BUFFERIN because... 

1. It provides effective, better-tolerated relief of pain. 
Patients can continue working when you give 
BUFFERIN. 

. Arthrities are markedly more susceptible to gastric 
upsets with straight aspirin than the general popu- 
lation. But they tolerate BUFFERIN well.® 

3. The antacids in Burrerin do not lower the blood 
salicylate levels as sodium bicarbonate does.* 


References: |. Am. Pharm. Assuc., Se. Fd. 39:21 (Jan) 1950 
20 480 (Oct.) 1951. 3. In Press 


2. Ind. Med 
4. J.AM.A. 141-124 (Sept. 10) 1949 


BUFFERIN contains acetylsalicylic acid (5 gr. per tablet) 


for prompt analgesia, plus magnesium | 


carbonate ane 


aluminum glyeinate. For ease in dispensing, order the 
convenient lustrial Package—250 individual aluminum 
foil-lined prac kets. each » BURFERIN tablets 


Available through your regular jobber. 


ontaining twe 


WHENEVER SALICYLATE THERAPY IS INDICATED 
GIVE BUFFERIN Acts Twice as Fast as Aspirin 


Does Not Upset the Stomach 


BRISTOL-MYERS CO. 


19 W. 50 St.. NEW YORK 20, N. Y. 


A similar package available from Bristol-Myers Co. of Canada, Ltd., 3035 St. Antoine St., Montreal 30, Canada 
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CIBA 


“Summit, 


you can produce 


prompt, prolonged 


surface anesthesia 


with one application of 


NUPERCAINAL’ 


Contains Nupercaine” (dibueaine 
CIBA), one of the most 
potent and long-acting anesthetics. 


Effective in low concentration 
—sensitization rare (nonnarcotic 


—not related to cocaine or procaine). 


Useful whenever surface anesthesia 
is required—burns, surgical dressings, 
hemorrhoids, abrasions, ete. 


Ointment (dibucaine ointment C1BA), 
1% Nupercaine in lanolin and 
petrolatum base. 


Cream (dibucaine cream C1BA), 
0.5% Nupercaine in water-soluble base. 


Ophthalmic Ointment, 
0.5% Nupercaine in white petrolatum, 
applicator-tip tubes. 


BF 
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